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Chapter 1: Introduction 
 
Abstract   
Black Deaf people are a double minority group that faces discrimination on multiple 
fronts. There is little literature on the relationship of cultural identity development and mental 
health concerns of this marginalized group. This study employs a mixed method approach to 
examine this relationship and explore the extant culturally tailored interventions targeted towards 
Black Deaf adults in a clinical setting. There were two phases of this project. Phase 1 included 
qualitative interviews with service providers of black deaf people to ascertain the type of 
culturally tailored interventions that are in place for this population. 5 themes emerged: systemic 
issues, mental health implications, intervention, cultural humility, and Black Deaf culture. Phase 
2 consisted of a survey including demographics and self-report measures of depression, anxiety, 
identity development, and coping behaviors to understand the interrelations of identity 
development and mental health among the Black Deaf population.  
This study hypothesized that a stronger or healthier cultural identity will lead to better 
psychological well-being. Results suggest that this is true as lower stages of identity 
development were related to symptoms of depression and use of denial as a coping strategy. For 
clinicians providing culturally responsive care they should be intentional and a make genuine 
decision to see, respect, and celebrate the aspects that make Black Deaf adults unique. It should 
be an acknowledgement of their intersectional existence in the world while acknowledging their 
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own bias and blind spots. Cultivating culturally responsive mental health care means fostering an 
environment where clients are fully seen in all aspects of their identity through a holistic, 
antiracist, antiaudist approach to therapy. 
 
 
Alignment with the Jesuit Mission  
This project aligns with the Jesuit mission and values of the University of San Francisco.  
CBPR is a collaborative approach to research that equitably involves all partners in the research 
process and recognizes the unique strengths that each brings (Katz, 2003). CBPR is designed to 
ensure and establish structures for participation by communities affected by the issue being 
studied, representatives of organizations, and researchers in all aspects of the research process to 
improve health and well-being, while eliminating health disparities through taking action, 
including social change” (Viswanathan et al., 2004, p 3). This is in line with my values as a 
multicultural clinician and USF’s Jesuit and social justice values of commitment to a culture that 
respects and promotes the dignity of every person from underserved, disadvantaged, and 
marginalized backgrounds. This is exemplified most with CBPR research through its integrative 
approach that provides a forum that can bridge across cultural differences among the participants 
as well as help dismantle the lack of trust communities may exhibit in relation to research. 
(Holkup, Tripp-Reimer, Salois; Weinert, 2004). 
 
Introduction  
Deaf individuals experience a greater degree of psychological concerns than their hearing 
counterparts (Fellinger, Holzinger, & Pollard, 2012; Kvam, Loeb, & Tambs, 2007). Also, 
communication barriers often create feelings of isolation for Deaf people (Peters, 2007), which 
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contributes to the marginalization and discrimination that is experienced by this population. 
Communication disparities are connected to poorer health care and mental health access, lower 
quality care and increased mortality (McKee & Paasche-Orlow, 2012). White individuals are 
more than twice as likely as Black individuals to be deaf or hard-of- hearing. Black individuals 
make up 4.2 percent of the Deaf /Hard of hearing community (Gallaudet University, 1994).  For 
the Black Deaf community, they experience discrimination from majority and minority 
populations (Corbett, 2010). Individuals from minority populations such as the Black Deaf 
population, often are faced with the challenge of dealing with their various identities as well as 
their “multiple-minority statuses and achieving self-actualization in the form of identity” (Leigh, 
2009, p. 144). This can be a challenging by trying to integrate their Deaf identity with their other 
multiple identities.  
 Ninety percent of Deaf individuals who were Deaf since birth are born to hearing families 
who do not know ASL (Peters, 2007). Since many Deaf individuals do have a shortage of 
communication access, they are often misdiagnosed with a mental illness (Fusick, 2008; Peters, 
2007; Vernon, 2007). For example, bipolar disorder and other mood disorders are sometimes 
misunderstood and consequently mistreated as psychotic illnesses when they appear in deaf 
people (Shapira et al., 1999; Black & Glickman, 2006). When the diagnosis is accurate, Deaf 
individuals have challenges in receiving culturally responsive mental health services due to 
communication barriers (Kendall, Gutman, & Rosenheck, 2008; Peters, 2007) and a lack of 
providers who are culturally competent and fluent in ASL (Vernon, 2007). A solution to this is a 
full commitment to the Deaf culture on behalf of the health care system. Holcomb (2013) 
describes this culture as “historically created time-tested solutions for effective living that have 
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been transmitted over generations.” The solutions include full access to communication, ease of 
access to information, healthy identity formation, and self-determination.   
 Very few studies have focused on understanding identity development and its relation to 
mental health issues of Black Deaf individuals (Mouseley & Chaudoir, 2018; Fellinger, 
Holzinger, & Pollard, 2012). Studies on deaf mental health concerns are few and narrow in 
scope, partly because of a lack of researchers in both deafness and mental health research 
(Glickman, 2013). This study aims to explore how identity development relates to mental health 
outcomes in Black Deaf individuals. Additionally, this study will employ a mixed-methods 
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Definition of Terms 
 
deaf- a medical term used to describe a person with a hearing loss 
 
Deaf- the label given to a person with a hearing loss who is a member of the Deaf community. 
This is someone who uses ASL to communicate and regularly interacts with other Deaf people. 
 
Hard-of-hearing (HOH) - a label given to a person with a mild to moderate hearing loss; can be 
both a medical or a cultural label 
 
Late-deaf- someone who becomes deaf later in life; can be considered a member of the Deaf 
community 
 
Hearing - a hearing person 
 
Deaf community- the collection of Deaf and hearing people that use American Sign Language to 
communicate with each other and have the knowledge of the culture of the Deaf World 
 
Deaf culture-set of social beliefs, behaviors, art, literary traditions, history, values, and shared 
institutions of communities that are influenced by deafness and which use sign languages as the 
main means of communication 
 
Deaf-of-Deaf- the label given to a person who is Deaf and has Deaf parents (Deaf-of-Deaf-of-
Deaf would mean with Deaf parents and grandparents) 
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CODA- Child of Deaf Adults; a hearing person with one or more Deaf parents 
 
SODA- Sibling of Deaf Adults; a hearing person with a Deaf sibling 
 
Deaf “institute”- a residential school where Deaf students live and go to school; considered by 
many to be the heart of the Deaf community 
 
Deaf Gain- Deaf Gain is defined as a reframing of ‘deaf ’ as a form of sensory and cognitive 
diversity that has the potential to contribute to the greater good of humanity. 
 
Deafhood- "process" rather than something finite and clear—it attempts to convey an affirmative 
and positive acceptance of being deaf. 
 
Audism- Belief that the ability to hear makes one superior to those with hearing loss. 
 
Cochlear Implants- Surgically implanted neuroprosthetic device that provides a sense of sound to 
a person with severe to profound sensorineural hearing loss.  
 
 
Chapter 2: Literature Review   
A Diverse Deaf Community  
The Deaf population is incredibly diverse, however the exact number of d/Deaf or Hard 
of Hearing (HoH) people in the United States is unknown. Padden & Humphries (1988) argue 
that the reason for not knowing this is because hearing status itself is not a determinant of group 
identity. Also, deaf people can have a range of hearing abilities from “hard of hearing” to 
“profoundly deaf”. Ninety-five percent of deaf children are born to hearing parents and this can 
impact the cultural upbringing of children (Mitchell & Karchmer, 2004). Culture is learned 
through experiences and interactions strengthened as individuals with shared experiences 
connect and further refine their values, practices, conventions, and attitudes. Traditionally, 
culture is learned from parents. However, deaf persons are typically born to hearing parents 
unknowledgeable of deaf culture (Richardson, 2014).  Hearing parents typically have not had 
contact and/or experience with Deaf people and at times may have never met a deaf person 
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(Czubek & Greenwald, 2005). Hearing parents of deaf children are rarely proficient in American 
Sign Language (Brauer, Braden, Pollard, & Hardy-Braz, 1998) As a result, communication is 
severely impacted. The resulting cumulative effects on social and emotional development can be 
devastating (Hindley, 2000; Horne & Pennington, 2010) as limited interaction causes exclusion 
from incidental and informal learning situations (Brauer et al., 1998) that aids in healthy 
development (Grey C, Hosie J, Russell P, & Ormel E, n.d.; Hindley, 2005.). Subsequently these 
deficiencies potentially cause interpersonal problems, social exclusion (Fellinger et al., 2005), 
and reduced self-esteem (Ridgeway, 1997)which all impacts mental health and wellbeing. 
Communication challenges is a common shared experience for deaf individuals. This 
communication void and inability to communicate with the world is the first of many cultural 
experiences demonstrating that the individual is different and belongs to the deaf culture 
(Richardson, 2014). 
Cultural Values  
This community shares several cultural values unique to this group, respect for and the 
use of ASL, sacredness of the hands, dissociation from speech, the passing on of cultural values 
through stories, the importance of social activities (Padden, 1980), collectivism, and vision 
(Holcomb, 2013). One of the dominant cultural patterns in the Deaf culture is collectivism. Deaf 
people consider themselves members of a group that includes all Deaf people. They perceive 
themselves as a close-knit and interconnected group. Deaf people greatly enjoy being in the 
company of other Deaf people and actively seek ways to do this. When Deaf people first meet, 
the initial goal is to find out where the other person is from and to identify the Deaf friends they 
both have in common (Holcomb, 2013).  Promoting an environment that supports vision as the 
primary sense used for communication at school, in the home, and in the community is another 
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central value. Vision also offers individuals who are deaf access to information about the world 
and the independence to drive, travel, work, and participate in every aspect of society. 
Language  
Language as an exclusively human phenomenon cannot be studied in isolation from 
culture.  American Deaf culture is rooted in American Sign Language (ASL) ("deaf culture," 
2016). To learn about the culture, it is important to learn about their language. Deaf people use 
ASL to communicate with each other and with hearing people who know the language. 
American Deaf culture centers on the use of ASL and identification and unity with other people 
who are Deaf. ASL is a visual/gestural/spatial language that has no vocal component. ASL is a 
complete, grammatically complex language. It differs from other communication codes in order 
to represent English directly (“American Deaf Culture,” 2006). Meadow-Orlans & Erting, 
(2000)suggest that deaf culture has three characteristic elements: a primarily visual experience of 
the world; membership of an oppressed minority; and the use of sign language.  
Martha’s Vineyard Sign Language and French Sign Language are home signed systems 
created by deaf people, which are the basis for American Sign Language. Due to Martha 
Vineyard’s high rate of genetic deafness (1 in 155 versus 1 in 5,728 on the mainland), its sign 
language was used by deaf and hearing inhabitants alike from 1714 until the early 20th century 
(Holcomb, 2013). It connected with French Sign Language in early 19th-century Connecticut, 
with the 1817 establishment of America’s first deaf school — now the American School for the 
Deaf. These two languages entwined with home signs that the diverse student body brought from 
across the nation to become ASL. There is variability within ASL including, Black ASL and 
Tactile ASL, a sign language for individuals who are deaf-blind. 
Black Sign Language 
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From the 1870s until the 1970s, at least 15 states, mostly in the south, maintained 
separate schools for Black and White deaf students. Integration of Black and White students did 
not occur until after the Brown vs. Board of Education decision. Because Black deaf students 
were prohibited from opportunities to interact with students and teachers on the White Deaf 
school campuses, this separation contributed to the development of Black ASL, a dialect of 
American Sign Language that's distinctively different from those of white deaf students' signs. 
(McCaskill, Lucas, Bayley, & Hill, 2011). Black ASL has the similarities of Ebonics or African 
American Vernacular English, AAVE. 
  Lucas, Bayley, McCaskill, & Hill, (2015) examined this intersection and found that 
users of Black ASL recognize differences between Black signing and White signing and Black 
signers do incorporate lexical items, phrases, and gestures from AAVE into their signing. In 
addition, as seen in McCaskill et al. (2011), Black signers seem to endorse the common 
perception that Black ASL tends to use a larger signing space than does White ASL. People who 
use Black ASL tend to sign with two hands, in different positions, and with more repetition than 
with mainstream ASL signs. As is often true with minority cultures, Deaf culture has been 
carried forward through its connection to a shared history and a shared oppression. 
Oppression & Discrimination 
The Deaf community has a long history of pride and oppression (Fellinger et al., 2005). 
Humphries (1977) coined the term audism, which is the notion that a person is superior based on 
one's ability to hear or to behave in the manner of one who hears. Experiencing this type of 
oppression and marginalization threatens an individual’s well-being, which will be discussed in a 
later section (Helms, Nicolas, & Green, 2010). Age and hearing status combined are also 
predictors of discrimination. Young adults who are deaf and hard of hearing may anticipate some 
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resistance from employers with respect to initial hire, training, promotion, and reasonable 
accommodation (Bowe, McMahon, Chang, & Louvi, 2005). Similarly, Mousley & Chaudoir, 
(2018) found that given that deaf emerging adults appear to experience significantly higher rates 
of the relative burden of expecting future discrimination, they may simply have a diminished 
drive to work in the community. While the Americans with Disabilities Act (ADA) prohibits 
discrimination around employment and customer interactions, many employers are hesitant to 
hire Deaf individuals due to managerial bias and cost associated with having “disabled” 
employees (Hernandez et al., 2008).  
 Historically, people who could not hear were thought of as less intelligent and not equal 
to their hearing counterparts and in some instances terms like “ deaf and dumb,” “deaf-mute,” 
and “hearing impaired” have been used as a way of referring to this community (“Deaf Culture 
& History Section,” 2015). This can be furthered explained in three dimensions of oppression, 
individual, systemic, and metaphysical (Bauman, 2004). Individually, it can appear in the form 
of people who continually judge Deaf people’s intelligence and success on the basis of their 
ability in the language of the hearing culture (Humphries, 1977). Systemically, this population 
has experienced discrimination including, denial of driver license, lower pay compared to the 
their hearing counterparts, and lack of access to mental health services (Fellinger, Holzinger, & 
Pollard, 2012; Weisel, 2005).  
While Bauman’s (2004) work has been pertinent to the field of Deaf studies, it also has 
generated critique. Myers & Fernandes (2010) argue that the establishment of Deaf studies in the 
1970s have become rigidified into a reactive stance toward changing historical conditions of deaf 
lives today. They challenge Bauman’s study by highlighting that his literature tends to downplay 
established research in the field of Deaf Studies and linguistics in order to highlight the novelty 
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of the ideas on metaphysical audism. They state that by Bauman using sources from over 50 
years ago to make his point, more contemporary literature was overlooked. They also highlight 
that there is an inclination to minimize the historical nature of certain examples of 
discrimination. Bauman’s articles used outdated examples of discrimination as current threats, 
such denial of driver licenses and the inability of Deaf individuals owning property. This was 
deemed problematic because instead of rephrasing a similar narrative of “Us vs Them,” Myers & 
Fernandes (2010) states that Deaf Studies as an academic field needs to evolve and expand to 
truly examine the complexities of the Deaf community.  Myers & Fernandes (2010) conclude 
that while audism does exist, Deaf studies should focus on the contemporary complexity and 
diversity of deaf communities and their languages as well as the myriad of issues they face today 
at the intersection of technology, science, language, and culture. This project will take the stance 
of Myers & Fernandes (2010) because it is imperative that we consider the intersectionality 
between deafness & race. However, first it is important to understand the two lens in which the 
Deaf community is viewed, the medical model and the cultural model.    
Medical Model & Cultural Identity Model  
There has been significant activism in the last 30 years pushing for equality for the Deaf 
community. However, this movement has been met with resistance because of society’s views on 
deafness (Wixstrom, 1988). According to Wixstrom (1998), deafness is viewed from two 
different perspectives, (1) the pathological/medical model (referred as the medical model) and 
(2) the cultural/identity model of deafness.  
 The medical model of deafness (deaf) is the idea that deafness is a disability that must be 
fixed or eliminated. This view of deafness incidentally fosters a stigma of embarrassment and 
shamefulness. It can lead to a society that denies, downplays, or hides hearing loss 
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(Wixstrom,1988). The medical model views deafness as an audiological condition of the 
individual. Individuals who view deafness from a medical perspective, do not participate in or 
believe in the same values and norms as those who consider themselves part of the Deaf 
community (Kaplan, 1996). This hearing centered model is also reflected in the home of hearing 
parents and deaf children. Most families expect deaf family members to assimilate into the 
speaking/hearing culture through cochlear implants and surgeries (Richardson, 2014). 
The cultural/identity model of deafness views hearing loss as a central part of one’s 
identity. It is seen as a difference and not as a disability. Instead of fixing one’s hearing loss, the 
emphasis is placed on equal access through the means of light signal alerts, closed captioning, 
ASL interpreters, and videoconferencing technology.  The cultural/identity model views the Deaf 
community as a strong and vibrant minority community; a community that is resilient in nature 
and has created their own language ASL. They are able to lead productive lives that involve 
family, work, and play (Wixstrom,1988). In addition, Philips (1996) explains that the “big-D 
Deaf” people share a strong cultural pride and group connectedness that are similar to those of 
racial and ethnic minorities group in the United States. In contrast to “little-d deaf” people who 
are solely audiologically deaf and who do not identify as members of a Deaf community. Phillips 
(1996) contends that big-D Deaf people are united not just by a common language but also by 
values, norms, and traditions. 
 The Deaf community has largely distanced itself from the unremitting focus on medical 
technology and spoken language (Leigh, 2009). Respect, value, and support for the language and 
culture of Deaf individuals characterize the cultural/identity model. This population’s resilience 
involves the recognition and building of strength in situations of adversity as well as the 
existence of an understanding and supportive community that facilitates cohesion (Listman, 
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Rogers, & Hauser, 2011). This is important when thinking about the mental health of Deaf 
individuals. Pertz, et al (2018) found that physicians and social workers who emphasized a 
cultural model over a medical model and were Deaf and/or worked closely with the Deaf 
community improved the level of comfort of their Deaf patients. This helped facilitate good 
communication that contributed to accurate diagnoses, as well as identification of significant 
psychosocial concerns. 
Deaf people who identify with the cultural model have reconstructed the narrative of 
deafness. The Universal Newborn Hearing Screening (UNHS) serves as an opportunity for early 
intervention for parents and their children with congenital hearing loss. While the results show 
that earlier identification leads to earlier intervention and better outcomes with spoken language 
development (Matthijs et al., 2012); a Deaf family with a cultural model view would report their 
newborns as having “passed the deaf test” if failing the UNHS. This changes the viewpoint from 
a center of “cannot hear” to a Deaf center that is grounded in the use of American Sign Language 
and vision (Padden & Humphries, 1988). Generally, parents who have a disability hope their 
children are not born with a disability. Instead of hoping that their children are not born deaf, 
deaf parents tend to hope that their children are born deaf but do not mind if they are hearing 
(Richardson 2014). This Deaf centered way of thinking has brought about concepts of Deafhood 
and Deaf Gain, which have been monumental to the community (Ladd, 2005; Murray, 2016). 
While using Deaf and deaf in a binary sense is useful for describing cultural and 
audiological aspects, Schmitt & Leigh, (2015) explain that for self-identification as a deaf or 
hard-of-hearing person, it is important to note that rather than a binary view, a Venn diagram 
may be better conceptualized (See Figure 1). Brueggemann (2009) suggests that, “it is hard to 
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determine at any one moment in a text whether the Big D cultural/linguistic arena is where we 
are or whether we are just in the small d audiological/medical space.”  
 
Figure 1. 
Deaf Pride  
A person’s Deaf identity is seen as source of great pride.  For example, "People-first" 
language, a person who is deaf, is renounced since being culturally Deaf is seen as a source of 
positive identity and pride. The Deaf community uses Deaf-first language, "Deaf person" or 
"hard-of hearing person" (Lum, 2010). Similarly, to the focus on the rhetoric, conceptually 
Deafness has shifted with the idea of Deafhood. Deafhood aims to stray away from the medical 
oriented and oppressive discourses, by offering a Deaf constructed model that stems from a Deaf 
person’s view of the world (Kusters & De Meulder, 2013). Deafhood is a concept that aims to 
disrupt medically oriented and oppressive discourses, by offering a deaf-constructed model  
that grows out of deaf people’s own ontologies (i.e., deaf ways of being in the world), 
emphasizing positive, experience-oriented views of deaf people (Ladd, 2003). 
 Deafhood is defined as “a process by which Deaf individuals come to actualize their Deaf 
identity, positing that these individuals construct that identity to their heightened forms by 
various factors such as nation, era, and class” (Ladd, 2003, p.223).  This concept empowered the 
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Deaf community and has been a driving force in politics, academia, and charity organizations 
(Ladd, 2005). Given its ambiguity, some authors liken it to the concept of feminism. Similar to 
feminist theories and ontologies, Deafhood has been powerful and inspiring, moving people 
toward self-exploration and activism (Kuster & De Meulder, 2013). Deafhood has also paved the 
way for the concept of Deaf Gain (Murray, 2016). While the preservation of the Deaf culture is a 
focus to Deaf people, Deaf Gain explores the contributions that Deaf culture has contributed to 
the good of humanity. Deaf Gain is defined as a reframing of “deaf” as a form of sensory and 
cognitive diversity that has the potential to contribute to the greater good of humanity 
(Murray,2016). There are three main ideals that make-up Deaf Gain: deaf increase, deaf benefit, 
and deaf contribute (Murray, 2016). Deaf increase emphasizes that Deaf people have something 
of importance, which is the opposite of hearing “loss.” Deaf benefit emphasizes that deafness is 
not just a loss, but also a benefit. Deaf contribute emphasizes the importance of considering all 
the ways in which Deaf people contribute to humankind (Bauman & Murray, 2009).  While these 
ideologies are pertinent to Deaf culture as a whole, the definition of Deaf culture varies based on 
the individual. It is important to recognize the complexity of this community, which includes 
children born deaf to a hearing family, children born deaf to deaf parents, and adults who 
become deaf later in life (Moroe & de Andrade, 2018). Given this complexity, prevalence and 
incidence rates of mental health issues for this community are difficult to ascertain. 
Prevalence & Incidence Rate of Mental Health Issues in The Deaf Community  
  In 1996, 40,000 deaf and two million hard‐of‐ hearing individuals in the United States 
had some form of severe mental illness (Black & Glickman, 2006). Literature describing the 
incidence and prevalence rates of specific mental illnesses in adult deaf populations is extremely 
limited, if not altogether absent. Estimates of deaf mental health concerns are based on rates of 
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mental illness known for the general population (Fellinger et al., 2012). It is important to note 
that reports of incidence and manifestation of psychosis in deaf people are controversial (Pollard, 
1970). One factor contributing to this may be the miscommunication between deaf patients and 
hearing clinicians. This will be further explained in later sections. 
  The prevalence of adults with serious mental illnesses and children with serious 
emotional disturbances is three to five times greater in the deaf population than in the hearing 
population (“Western Interstate Commission for Higher Education”, 2006). Whether these 
statistics indicate a true prevalence rate or a misdiagnosis based on the cultural misperceptions of 
hearing professionals is unknown (“Information Gaps,” 2006). 
According to a longitudinal study of Deaf patients conducted by Black and Glickman 
(2006), compared to hearing counterparts, PTSD (29.7%) is the most prevalent diagnosis among 
Deaf patients in a Deaf Unit at a State Hospital in Massachusetts and depression came second at 
23.4%. Overall, 39% of patients were diagnosed with at least one mood disorder 28% were 
diagnosed with a psychotic disorder. About a third of the patients were diagnosed with at least 
one substance abuse disorder and a quarter with a developmental disorder first evident in 
infancy, childhood, or adolescence (Black and Glickman, 2006). Kvam et al., (2007) 
demonstrated that 33.8% of deaf individuals had either depression or anxiety versus only 6.8% 
for hearing individuals. Fellinger et al. (2012), demonstrated further evidence that mental health 
disorders for deaf signers, including depression and anxiety occur at a much higher rate, usually 
in the magnitude of two times higher than what is typically seen in the hearing population 
(Fellinger, Holzinger, & Pollard., 2012; Kvam, Loeb, & Tambs, 2007). Overall Deaf individuals 
present higher rates of socio-emotional challenges than their hearing counterparts, thus making 
the need for quality mental health services essential.  
IDENTITY AND MENTAL HEALTH 
 
   
 
23 
     Mental health problems in Deaf individuals are similar to those experienced by other 
minorities. There is a higher rate of substance use, suicide attempts, intimate partner violence, 
trauma, unemployment and underemployment, isolation and segregation from others, and 
distrust of members in mainstream society are all common (Williams & Abeles, 2004; Rendon, 
1992; Fellinger et al., 2012; Barnett et al., 2011; Sullivan, Brookhouser, & Scanlan, 2000). Low 
self-concept and poor identity development, denial, and fear of external environment may also be 
concerns (Corbett, 2003; Williams & Abeles, 2004). To explain some of the prevalence listed its 
it important to examine the risk factors and social determinants of health that contribute to 
mental health issues.  
 Risk Factors Contributing to Mental Health Issues  
Living in a hearing-world can be challenging for deaf individuals and is a risk factor that 
contributes to mental health (Marschark & Clark, 1998). Forty one percent of deaf individuals 
said they believed that communication problems coupled with family stresses and overall 
prejudice could cause or contribute to suicidal thoughts, depression, substance abuse or violent 
behavior (Steinberg, Sillivan and Loew,1998). Steinberg et al., (1998) also found that about one-
quarter of deaf students suffer from learning difficulties, developmental delay, visual impairment 
or autism. Deaf children who have trouble communicating with their families are four times 
more likely to be affected by mental health disorders than deaf children who have few or no 
problems communicating with family members. Bullying of deaf children is also prevalent in 
schools and deaf children are much more likely to be victims of sexual assault (“bullying-advice” 
n.d.; Obinna, Krueger, Osterbaan, Sadusky, & DeVore, 2005; Weiner & Miller, 2006). Sullivan, 
Vernon, & Scanlan (1986) interviewed 150 of the children at a residential school for the deaf to 
determine the prevalence of sexual abuse. Fifty percent of the children stated that they had been 
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sexually abused and 19% reported being victims of incest. Findings from this study include 50% 
of deaf girls having been sexually abused as compared to 25% of their hearing counterparts. Also 
54% of Deaf boys have been sexually abused as compared to 10% of hearing boys. Deaf 
individuals’ experiences barriers on multiple levels, individually, with their hearing parents, with 
the community, and within the larger society. All of which can lead to poorer health outcomes 
(See Fig.2).  
 
Figure 2. 
Access to Quality Care  
  Access to adequate mental health care is extremely difficult for Deaf and HoH 
populations (Glickman, 2013). There is hesitancy of deaf people when seeking health care 
agency’s due to fear of being judged or discrimination due to their deaf status (Naseribooriabadi, 
Sadoughi, & Sheikhataheri, 2017).  If the entire burden of communication access is left in the 
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hands of the consumer, there is a decreased likelihood that proper mental health care will be 
provided (Critchfield, 2002).  There are several significant factors that contribute to a lack of 
accessibility of mental health treatment and services for deaf individuals. Standardized tests and 
mental health measures designed for hearing people are often invalid when used with deaf 
individuals (Fellinger, Holzinger, & Pollard, 2012). There is a shortage of psychologists and 
other mental health professionals who have the training and experience to assess deaf individuals 
(Luckner & Bowen, 2006). Introducing an interpreter to the assessment process can create 
relational complications in therapy between the client and practitioner. Furthermore, the use of 
underqualified interpreters can lead to diagnostic errors during assessment (Vernon, 2007).  
Language discordance in health care reduces treatment adherence, diagnosis abilities, and 
health care satisfaction (McKee et al., 2015). The lack of accessible health information further 
marginalizes the deaf population and places them at high risk for inadequate health literacy. 
Members of the deaf community may have limited medical and mental health knowledge 
because they do not have direct health access to health information during their primary and 
secondary education (Chin et al., 2013). This may result in less help-seeking behavior as a 
contributing factor (Pollard et al, 2014).  
Deaf people tend to seek agencies that have traditionally served them, such as vocational 
rehabilitation, deaf community service agencies, and educational institutions. However, there are 
a limited number of sites and some lack the appropriate resources to adequately address the 
mental health of the Deaf population (Glickman,1996). Interventions, technique, and methods 
that work well with the hearing population may not adequately address the specific needs of 
Deaf people (Glickman, 2013). Issues with communication is one contributing factor for this.  
Communication Barriers  
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There are many barriers that face the Deaf population in order to obtain quality care. The 
biggest challenges include, problems in translation between English and ASL, differences in how 
deaf people display their feelings, and lack of interpreters (Glickman, 2013). There are added 
challenges when communicating with healthcare providers that in part make it difficult to 
adequately treat clients suffering from a mental health problem (“Mental Health Care for Deaf 
Individuals” 2010). Lip-reading between clients and clinicians is not a reliable means of 
communication. Many sounds look the same, and lip reading only yields a 30% to 40% 
understanding under the best conditions. Poor lighting, facial hair, indirect line of sight, and 
masks can obscure lips and make lip reading less effective (Newton & Shah, 2013). Hearing 
people expect deaf persons to lip read, and deaf people may fake understanding to avoid 
embarrassment and/or the stigma of “being stupid (Newton & Shah, 2013). Language 
dysfluency, or poor delivery of language, presents a challenge for deaf patients that are assessed 
for psychiatric disorders (Glickman, 2013). Often, hearing clinicians unfamiliar with Deaf 
culture mistakenly assume that their deaf patients are able to communicate in written English and 
consequently pathologize poor writing skills as symptoms of disordered thinking or low 
intelligence (Misiaszek et al., 1985; Pollard, 1994; Glickman, 2007). The Deaf community has a 
long history of mistrust of health care institutions, and especially with the mental health 
community (Fellinger et al., 2012; Hauser, O’ Hearn, McKee, Steider, & Thew, 2010; McKee, 
Schlehofer, & Thew, 2013; Moreland et al., 2015). Peters (2007) provides an excellent example 
of this strained relationship:   
Individuals who are deaf tend to communicate in concrete terms and as a result the 
provider treats them within that context. A consequence of this is that the provider chose 
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not to do a great deal of exploring or looking into deeper meanings behind clients’ 
behaviors (p.188). 
Many times, this results in superficial counseling and misdiagnosis (Altshuler & Abdullah, 
1981). The deaf culture was, and continues to be, cohesive, which meant that communication 
traveled quickly within the deaf community (Padden & Humphries, 2005). The implications 
were that (a) one asks for help and may get pills, (b) one sees a counselor and does not feel 
better, or (c) everyone knows one’s business (Peters, 2007). The assumption would be to get an 
interpreter.  However, interpreters who know sign language are scarce, and many diagnostic 
tools are not easily adapted to the Deaf population (“Preservation of Mental Health Services for 
Deaf People,” 2016).  
Even if there is an interpreter available for these therapeutic spaces, the use of interpreter 
comes at a price. Having a third party in the room presents its own challenges to the therapeutic 
dynamic. Reliance on an interpreter can disrupt the therapeutic alliance and may hinder the level 
of comfort and trust between client and clinician (Steinberg,1991). Furthermore, the Deaf 
community tends to be small, which may be problematic if the interpreter turns out to be 
someone the client knows personally. According to Steinberg (1991), when friends, family 
members, or familiar individuals serve as interpreters, the potential for a secure and confidential 
atmosphere becomes fragile and potentially ruptured. 
Lack of knowledge around mental health issues, biology, disease, and health care among 
deaf individuals are main risk factors (Pollard & Barnett, 2009). Others include, early or 
pervasive lack of communication access with family members and in general and a lack of 
access to necessary physical and mental health treatment services (“National Association of the 
Deaf,” 2003). Since 90% of Deaf children are born to hearing parents, they may not know their 
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family’s medical history due to communication (“Quick Statistics About Hearing,” 2015). Many 
families, intent on ‘fixing deafness,’ never learn ASL, making communicating with their deaf 
children a challenge (Chin et al., 2013). This communication isolation as a form of trauma is an 
experience largely unique to Deaf people (Harvey, 1996).  
Adverse Childhood Experiences 
 Adverse Childhood Experiences (ACEs) are potentially traumatic experiences and events, 
ranging from abuse and neglect to living with an adult with a mental illness (Larkin & Park, 
2012). They can have negative, lasting effects on health and well-being in childhood or later in 
life (Felitti et al., 1998). However, more important than exposure to any specific event of this 
type is the accumulation of multiple adversities during childhood, which is associated with 
especially deleterious effects on development (Sameroff, Gutman, & Peck, 2003). These 
familial, environmental and socioeconomic adversities form the background for childhood 
critical risk factors that include family strain and dysfunction, offspring insecurity, stress, 
emotional turmoil, low self-esteem, and poor mental health; stress and emotional turmoil, 
especially shape the propensities for 'bad-food' diets, self-medication and subtle addiction, and 
maladaptive behaviors applied to alleviate distressing psychological and emotional states 
(Archer & Zöller, 2018). Description of these ACEs are not unfamiliar to Deaf children. Given 
that Deaf children are often born to hearing parents, the ongoing communication barriers that 
often exist within the family can cause a multitude of problems. This includes increased 
frustration by adults and children, difficulty in teaching deaf children about safety, healthy 
socialization skills, decreased opportunities for incidental learning (Durity et al., 2004).  
 When examining trauma experienced in the Deaf population, many Deaf individuals have 
reduced access to communication in interpersonal relationships, in some cases this lack of 
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communication can lead to abuse  (Johnson, Cawthon, Fink, Wendel, & Schoffstall, 2018) The 
effects of trauma are likely to be intensified and multiplied if the abuser is the same source relied 
on for access to information, social support, and interaction with the world (Vernon & Andrews, 
1990). For example, Deaf adolescents in the foster care system reported a strong preference to 
staying with their abusers instead of being placed with a nonsigning foster family because, 
despite living with their abusers, they could at least communicate with their abusive caregivers 
(Risser, Lytle, Oliva, Ostrove, & Cassady, 2011). 
Possible Solutions  
 In order to address some of the risk factors, it is important that helping clinicians learn 
about the Deaf culture, the challenges commonly faced by this population, and/or learn ASL. 
Ideally direct communication between Deaf patients and ASL-fluent providers would enhance 
quality of care (“Preservation of Mental Health Services for Deaf People,” 2016). For clinicians, 
it is also important to understand how deaf people are oppressed and to be receptive to Deaf 
ways of thinking and being in the world (Anderson, Glickman, Mistler, & Gonzalez, 2016). A 
culturally sensitive clinician can educate other members of the collaborative healthcare team 
regarding the sociocultural context of being Deaf (Glickman & Harvey, 1996).  
Protective factors against mental health issues for the Deaf community 
 Protective factors are often tied to ideals of resilience. Resilience can be defined as the 
maintenance of positive adjustment under challenging life conditions (Bonanno & Mancini, 
2008). Resilience has a number of positive long-term outcomes including health, well-being, 
achievement (Bartley, Schoon, & Blane, 2010), maintaining healthy relationships (Bandura, 
1997), and financial freedom (Masten, Cutuli, Herbers, & Reed, 2009). There are a number of 
protective factors found to have a positive impact on Deaf individuals. These factors can be 
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divided into five sections; intrapersonal assets, access to language and communication, access to 
information, supportive networks, and identity development (Johnson et al., 2018).  
The intrapersonal assets include a good sense of humor, caring and responsible values, 
commitment to worthy goals, a strong sense of social bonds, and having a high emotional 
intelligence (Rogers, Muir, & Evenson, 2003). Zand & Pierce (2011) shared similar notions, 
stating that good coping skills such as optimism, perspective taking, problem solving skills, and 
good self-esteem are tools that could be utilized during adversity. They continued by stating that 
Deaf individuals who can laugh and develop a positive outlook on a negative situation or event, 
experience better adjustment. 
 Access to language and communication is a protective factor in the context of trauma 
experienced in the Deaf community. Johnson et al. (2018) describes how the use of visual 
language can be beneficial to trauma desensitization. One participant mentioned, 
 It’s a desensitivity thing, if they talk about it. The use of ASL with other ASL users is 
 
 often therapeutic. There are many positives to using ASL: it requires 
 
 descriptions and chronological narrative, which deepens the quality of their expression. 
 
The more they narrate visually, the better…ASL, signing, helps them calm down, and 
 
experience less stress through chatting. If it was a hearing [provider] who was signing, 
 
sometimes, they would sign slowly, which forces them [deaf signing clients] to sign 
 
slowly. It’s not the same. 
 
Access to information is another protective factor for this community. Findings are 
similar to the hearing population where positive individual assets are more likely to be 
moderated by the environment’s capacity to provide access to appropriate resources (Sippel, 
Pietrzak, Charney, Mayes, & Southwick, 2015). Johnson et al., (2018) emphasized the need to 
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ensure access to information, language, and communication across developmental stages, which 
supportive networks often unknowingly and recurrently deprive deaf individuals of. An example 
of this would be a hearing person overhearing new information via their surroundings. Usually, a 
Deaf person would miss out on this opportunity. This is a valuable way of learning about the 
world, how to resolve interpersonal conflicts, maintain relationships, how others cope, healthy 
habits, and most importantly ways to prevent developing a severe “lack of information fund” 
(Pollard & Barnett, 2009). The Deaf community is a resource that can support healthy identity 
development and positive self-regard. Johnson et al. (2018) explains how building individual and 
community resilience is a unique protective cultural practice that the Deaf community prides 
itself on  
Cochlear implants can be protective factors from psychopathology as well (Theunissen, 
Rieffe, Kouwenberg, et al., 2014; Theunissen et al., 2012). This is a highly debated and 
controversial topic (Delore, Robier, Bremond, Beutter, & Ployet, 1999; Lane & Bahan, 
1998; “National Association of the Deaf,” 2000). On one side the push for cochlear implants 
spoke to “advocating independence through listening and talking”  (“AG Bell Hearing Loss, 
Hearing Aid,” 2010) While the other side argued advocating that “ASL should be made available 
to every deaf infant” (“National Association for the Deaf,” 2008). However, more recently the 
perspectives appear to be moving away from the polarized approach by advocating for what is 
best for the individual child (Moeller, 2006; Seaver, 2009). 
Black Deaf Community  
“African American Deaf people are a minority within a minority group.” 
        Carolyn Corbett, 1999  
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The Black Deaf community is predominantly viewed as an invisible community due to 
lost history and a dearth in the literature (Balter, Nettles, & Nettles, 2011; Corbett, 2010; Padden 
& Humphries, 2005). To date, Hairston and Smith (1983) have written the only historical 
account of the African American Deaf community. Research on African American Deaf people 
primarily focused on their educational problems and deficits (Stewart & Benson, 1988; Smith, 
1971). The few existing articles on their mental health needs are primarily descriptive, and not 
data-based (Anderson 1992; Anderson & Grace, 1991; Corbett, 1999). 
The lost history came at the expense when Black and White Deaf schools were 
desegregated (Hairston & Smith, 1982). The dynamics of Deaf culture, at least in the United 
States, unfortunately often refers to white Deaf culture, a phenomenon that created a form of 
apartheid within the Deaf community (Cohen, 1993). While the Deaf experience has historically 
been socially constructed as White, it is important to note that Black Deaf individuals share two 
cultures/communities, Deaf and African American  (Balter, Nettles, & Nettles, 2011). Based on 
their collective experiences with oppression because of their status as minorities within their own 
ethnic hearing group, the dominant hearing society, and the White Deaf cultural group, African 
American Deaf individuals often view themselves as being part of an African American Deaf 
culture. This culture is distinct from the White Deaf and African American hearing cultures 
(Corbett, 2010).   
Factors Impacting Mental Health Care of Black Deaf Adults 
There are a number of factors that Black Deaf adults experience that can affect their 
mental health. Non-Hispanic Black adults have the lowest prevalence of hearing loss among 
adults aged 20-69 years (Hoffman, Dobie, Losonczy, Themann, & Flamme, 2017). The same is 
known for Deaf children. During the 2001–2002 school year, 42,361 students were identified as 
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having a hearing loss and African American children made up 15% of that total  (Gallaudet 
Research Institute, 2003).  
Much like their hearing counterparts, Black Deaf individuals have historically had 
negative experiences with mental health professionals. This has led to a long history of mistrust 
and skepticism with mental health services (Leigh, 2010). There is also a limited number of 
mental health clinicians trained to provide efficient culturally attuned quality of care for African 
American clients (Corbett, 1999). Even fewer are fluent in sign language and are familiar with 
the cultural aspects of the Deaf community (Leigh, 2010). Communication barriers, lack of 
cultural awareness and expertise have placed severe limits on African American Deaf people’s 
access to quality mental health services. 
Unique Experiences of Black Deaf Adults  
Black Deaf individuals experience discrimination from all fronts. They not only 
experience discrimination from the white majority Deaf community but also biases within the 
African American community based on assumptions about their hearing status (Leigh, 2010).  As 
mentioned above, schools for the deaf were segregated until well after the 1954 Brown v. Board 
of Education decision (Hairston & Smith, 1982), which removed the legal basis for racially 
segregated schools. Additionally, challenges that were often faced by Deaf African Americans 
included low expectations from teachers, inadequate education, lack of role models, racism, and 
audism (Bauman, 2004; Corbett, 2010). This leads to a poor sense of self-worth and isolation. 
An example of this discrimination would be of Junius Wilson, a Deaf African American who 
used a rare Black signed dialect used in the segregated school for the deaf that he attended. In the 
1920s, he was sent to a state psychiatric institution, castrated, and committed for most of his life 
based on rape charges (Burch & Joyner, 2007).  
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 Systemically, the Black Deaf population has struggled with a lack of quality education 
and low rates of employment (Hairston & Smith, 1982). As a result of the segregation of Deaf 
schools, Black Deaf children formed their own variety of sign language. This sociolinguistic 
variation of ASL became unique to the African American Deaf community (McCaskill et al., 
2011). While this dialect was used as a means of communication with one another, White Deaf 
teachers would often misinterpret this as a manifestation of academic failure (C. Myers et al., 
2010). For many Black Deaf individuals rather than receiving high school diplomas they’d 
receive certificates of attendance (McCaskill, 2005). Additionally, Black Deaf students who 
attend college are at a high risk of dropping out (Integrated Postsecondary Education Data 
System, 2007).  
 It is important to recognize that unemployment rates are similar for Deaf and hearing 
people and that their average annual earnings that are comparable to the general population 
(“Deaf Employment Report,” 2005). However, it is necessary to recognize the intersecting 
identities of deaf people when thinking about employment experiences and outcomes. The 
overall employment rate for Black Deaf individuals is 34.2% while their hearing counterpart is 
64.6% and White Deaf individuals is 50.6% (Deaf Employment Report,” 2005). A reason for this 
could be that Black Deaf individuals are more likely to be employed in positions easily affected 
by economic events such as budget cuts and layoffs (Leigh, 2010).  Black Deaf individuals who 
have graduated from college may also find it challenging to find employment because of their 
race and hearing status.  
Movement to Increase Visibility 
The 1980s were considered the “Black Deaf renaissance” by many (Anderson & Dunn, 
2016). This period led to a lot of notable works that brought an invisible community a little more 
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into the spotlight. The National Black Deaf Advocates was founded to address the lack of Black 
Deaf leaders and role models across the country to advocate for this community (“National Black 
Deaf Advocates,” 2006). Black and Deaf in America and The Hidden Treasure of Black ASL 
were notable books that have served as key contributions to the field (Anderson & Dunn, 2016).  
While this served as an excellent start, visibility remained an issue for the Black Deaf 
community.   
 
Protective Factors Against Mental Health Issues for Black Deaf Persons 
Carolyn Williamson, (2007) studied Black Deaf students and what they needed to be 
successful. There were a number of protective factors credited with the success of this 
population. While some of the protective factors are similar to the ones mentioned previous such 
as open communication and supportive relationships, there is a heavy emphasis on culturally 
identity and spirituality (See Figure 3). Having a positive cultural identity was important in 
acceptance of oneself and one’s ability to succeed academically. For Black Deaf individuals 
involvement in church provided role models, information about postsecondary education, 
motivation to succeed, and financial support (Williamson, 2007). Figure 3 details how a 
resilience program will strengthen the likelihood of success for Black Deaf students through the 
unification of the school, family, and community programs into one cohesive group with the 
same academic goals. An overall feeling of support best describes this figure. It was mentioned 
in earlier sections how the Deaf community is a collectivistic culture. The coordination between 
family, school, and community provides a sense of safety and security for this population. 
Through meaningful participation,  positive reinforcement, and supportive relationships, Black 
Deaf students are able to understand their interdependence on others within their environment 
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and will have the agency to make future decisions regardless of obstacles and challenges that 
face them (Williamson, 2007). 
 
 Figure 3. 
Identity Development and Its Relation to Mental Health Outcomes  
From the inspiration of Cross (1971) and Helm’s (1990) development of racial identity 
theories following recognition and experience of oppression, Glickman (1996) developed a 
theory of deaf identity that has since been widely utilized in literature. This theory examines the 
psychological process by which Deaf people acquire culturally deaf identities, particularly in an 
environment that has been traditionally oppressive of deaf cultures and signed languages 
(Williamson, 2007). The Deaf Identity Development scale (DIDS) categorizes the stages of 
identity development in Deaf people. There are four stages, hearing identity or culturally hearing, 
marginal identity or culturally marginal, deaf identity or immersion, and lastly bicultural identity  
(Chapman & Dammeyer, 2017). Hearing identity or culturally hearing means that the individual 
identifies with the hearing culture only while also perceiving deafness as a disability. Marginal 
identity or culturally marginal means that the individual identifies with neither the hearing 
culture nor the Deaf culture. Deaf identity or immersion, means that the person identifies with 
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Deaf culture and has a negative view of the hearing culture. Bicultural identity means that the 
individual identifies with both the hearing and Deaf cultures (Leigh, Marcus, Dobosh, & Allen, 
1998). Similar to Helm’s (1990) Racial Identity Development Theory, Deaf people evolve 
through these four stages of identity development, however the process isn’t always linear. The 
DIDS was found to be an empirically valid means to measure variations in identity patterns 
within the Deaf community and it performs similarly to other racial and minority identity scales 
(Maxwell-McCaw & Zea, 2011). 
Chapman & Dammeyer (2017) participated in a study where the goal was to explore the 
association between deaf identity and psychological well-being. The findings were in accordance 
with existing studies showing that those with a marginal identity are more likely to report low 
psychological well-being (Hintermair, 2008). However, this study found no significant 
differences between those with a deaf, bicultural, and hearing identity.  
Maxwell-McCaw & Zea (2011) developed a 58-item measure examining cultural identity 
for both Deaf and Hard of Hearing populations. This measure, the Deaf Acculturation Scale 
(DAS), looks at the relationship between social identity and acculturation. This is important 
because while cultural behaviors can reflect the degree of psychological identification with a 
culture, such behaviors are not always related to the identity (Maxwell-McCaw & Zea, 2011). 
The DAS is considered an enhancement of the DIDS by focusing on the weaknesses of the 
content and methods.  Researchers had trouble obtaining similar reliability coefficients from the 
initial study and have questioned its construct validity. The reason for this is because the 
majority of the participants classify as bicultural (Leigh et al., 1998). Maxwell-McCaw & Zea 
(2011) note that it is unclear if this due to social desirability bias or they can’t differentiate the 
degree of biculturalism within this population. They also examined another weakness of the 
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DIDs.  Affiliation by the Deaf population with the hearing world is implied by the DIDS model 
to be pathological. A strong Deaf acculturation would be shown as a tendency to remain 
separatist in one’s orientation to the Deaf community while being fixated on anger toward 
hearing people (Maxwell-McCaw & Zea, 2011). 
Black Deaf Identity Development  
Black Deaf people identify with both their race and their hearing status as important parts 
of who they are. Often, however, they are asked to choose between these two identities in order 
to get important needs met (Corbett, 2003). Ideally, they do not wish to separate the two, viewing 
the African American Deaf community as a group with a culture of its own, separate from that of 
the White Deaf and African American hearing cultures (Anderson & Grace, 1991; Guest-Emery, 
1992). African American hearing and White Deaf mental health professionals can potentially 
underestimate the importance of both identities, which might have a negative effect on the 
therapeutic relationship (Anderson, 1992; Corbett & Leigh, 1995; Leigh & Corbett, 1996). For 
example, just because I am a Black man doesn’t guarantee that a Black Deaf man would want to 
engage in therapy with me.   
Schmitt & Leigh (2015) conducted a study that examined the significant influences and 
complexities of Deaf identity development for Black Deaf individuals. This was vital for ethnic 
minorities because while Maxwell-McCaw and Zea’s Deaf Acculturation Scale was pivitol for 
Deaf studies and Identity development, it severly lacked diversity (Schmitt & Leigh, 2015). 
Maxwell-McCaw and Zea’s sample size was large (n = 3,070) 88.4% (over 2,700 respondents) 
self-identified as Caucasian and only 2.2% (about 68) identified as Black or African American 
(Maxwell-McCaw & Zea, 2011). Based on Schmitt & Leigh's (2015) results, cultural identity 
development for Black Deaf people involves intersections and interactions of myriad variables. 
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This isn’t accounted for in the DAS partially because being Black and being Deaf, the minority 
within the minortiy, has its own unique experiences that do not reflect the Deaf community or 
the Hearing Black community (Hairston & Smith, 1982; Schmitt & Leigh, 2015; Williamson, 
2007).  Schmitt & Leigh, (2015) state that future research should examine the relationship 
between Deaf identity and racial identity by administering the DAS and Helms & Parham’s 
Racial Identity Attitude Scale.  
Significance and Proposed Impact 
This project is clinically relevant because it serves to address the gaps in the literature 
surrounding mental health within the Deaf community specifically with Black Deaf individuals. I 
hope to provide insight into the unique experiences that this population faces. This is significant 
because as mental health service providers we want to adequately address any mental health 
concerns with this population. The goals of theses service providers are to improve the health 
outcome, quality of care, and decrease stigma. To do that however, we need to make sure that 
theses providers can effectively deliver services that meet the social, cultural, and linguistic 
needs of this population. Although the purpose of this project is not to design an intervention, it 
is hoped that the results of this study can help to inform future research in the Black Deaf 
community, as well as the development of much needed resources, screeners, and interventions 
for this population. This research will add to the existing literature by highlighting important 
considerations for tailoring mental health interventions for the Black Deaf community. Scholars 
of Deaf Studies need to become more self-critical and inclusive of these many ways that Deaf 
and deaf people live in the United States and in the world. 
 
 
IDENTITY AND MENTAL HEALTH 
 





Chapter 3: Methodology 
Research Design 
This study employed a mixed-methods approach to answer the research questions. The 
qualitative phase (Phase 1) used a semi-structured interviews of providers who work with Black 
Deaf Adults to answer specific aim 1. The quantitative phase (Phase 2) that consisted of a survey 
administration with the goal of examining prevalent mental health issues in the Black Deaf 
community and their association with identity development will answer specific aim 2.  
 
PHASE 1 
Specific Aim 1: To explore the extant culturally-tailored interventions targeted towards Black 
Deaf adults in a clinical setting.  
In order to address specific aim 1, phase 1 consisted of qualitative semi-structured 
interviews. Providers were interviewed about their work with Black Deaf adults, specifically 
exploring culturally- responsive interventions.   
Participants 
A total of 5 participants were recruited for the qualitative interviews. Participants 
consisted of providers at the California School for the Deaf in Fremont and other community-
based organizations that collaborate with the school and who work with the Black Deaf 
population in the Bay area. Participants included a Black hearing psychologist, a Black hearing 
professor in the Deaf studies department at a university, a White Deaf therapist, an Asian-
American Deaf therapist, and a Black Deaf school counselor. 
Recruitment Procedures 
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Purposeful sampling methods were used for recruitment. Purposeful sampling is a type of 
non-probability sampling that relies on the judgment of the researcher (Palinkas et al., 2015). 
This sampling method best answers the research questions by focusing on the limited providers 
who serve Black Deaf individuals. Participants were entered in a raffle for a $20 amazon gift 
card for their participation.  
Inclusion & Exclusion Criteria  
 Participants were eligible to participate in the study if they were 18 years old or older, 
bilingual in ASL and English, and/or monolingual ASL signers, provide either an educational or 
psychosocial service to Black Deaf people, and can provide informed consent. People were 
excluded if they were under the age of 18 year, do not speak English or sign ASL, and do not 
work with Black Deaf people.  
Interview Procedures  
 Data for Phase 1 were collected using semi-structured interviews (See Appendix A) using 
interpreting procedures (see below). The interviews consisted of questions about their knowledge 
of current mental health services available for Black Deaf people, the providers’ experience 
working with the Black Deaf population, the challenges that this population are particularly 
faced with, and the strength of this population. Participants answered questions related to their 
perception of the necessary adaptions or development of mental health interventions for Black 
Deaf people. All interviews were video, and audio recorded and transcribed verbatim. The video 
tapes and transcripts for each interview were stored in a secure location and could not be 
accessed by anyone other than the researcher and the faculty advisor. All tapes were destroyed 
and discarded at the conclusion of the study. 
Interpreter Procedures  
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An interpreter was not used during the interview portion of the study. The researcher 
conducted the interviews in ASL or English depending on the preference of the interviewee.  The 
videos were then be transcribed. The transcription utilized a service that transcribes ASL into 
English. 
Data analysis plan 
 
The six-step thematic analysis procedures outlined by Braun and Clarke (2006) was 
employed throughout the analysis portion. The purpose of using thematic analysis, instead of a 
methodological framework like interpretative phenomenological analysis or grounded theory, is 
that it is not tied to a particular epistemological or theoretical perspective (Braun & Clark, 2006). 
The first step consisted of familiarizing myself with the transcript. This was done through a 
careful reading and rereading of the interviews to increase familiarization while noting emerging 
patterns. Initial codes were then developed in the second phase by documenting patterns in the 
data set (Guest et al., 2012). Step three consisted of developing themes within the data set. 
Themes were reviewed in the fourth phase by examining how the themes support the data and if 
they make sense. The goal of step five was to define the themes, to “identify the ‘essence’ of 
what each theme is about” (Braun & Clarke, 2006, p.92). This can be done using a thematic map. 
The last step included grouping the themes and writing up the results in a manner that answer the 
research questions.   
PHASE 2 
 
Specific Aim 2: To examine cultural identity development and its relation to mental health 
outcomes of Black Deaf individuals.  
  In order to address specific aim 2 an online survey was administered using Qualtrics that 
included demographics, measures of Deaf identity development, Black racial identity 
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development, well-being, depression, anxiety, and coping. There was also a section for 
participants to write in their experiences with mental health services. This included a history of 
accessing mental health services and quality of service.  
Participants  
I have determined I wanted to recruit between 115-130 participants to have a significant 
study. The sample size was determined by conducting a power analysis procedure outlined by 
Green (1991). Eligible participants included Black Deaf adults over the age of 18 who are fluent 
in American Sign Language. Interested participants needed to have a reliable way to access 
internet to complete online questionnaires. Participants completed an eligibility screener prior to 
filling out the survey (see appendix B). 
Inclusion/exclusion criteria 
 
People were eligible to participate in the study if they identify as a Black person who is 
Deaf, deaf, or Hard of Hearing; were over the age of 18 years; can read in English; and can 
provide informed consent. People were excluded from the study if they were under the age of 18 
years, do not identify as a Black Deaf person, and are not able to provide informed consent. 
Recruitment procedures 
 
Participants were recruited via flyers at our community partner sites, referrals from 
providers at the sites, and attendance of community events & conferences that are geared 
towards the Black Deaf Community (e.g., Deaf Night Out, National Black Deaf Advocates 
Conference). Participation for this study was completely voluntary. The researcher reached out to 
additional community agencies (e.g., Deaf Community Counseling of San Francisco, St. 
Joseph’s Center for the Deaf/hard of Hearing).  
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  In addition to in-person recruiting, participants were also recruited online via Deaf 
community Facebook groups. I reached out to the founder of the group to receive a letter of 
support. Online recruiting included posting a flyer which included participant inclusion criteria, 
the survey link, as well as the researcher’s contact information. I wanted to recruit participants 
online because as mentioned before the Black Deaf population is a small community (4.2% of 
the Deaf community) and I wanted to use every avenue I had to recruit. Participants were entered 
in a raffle for a $25 amazon gift card for their participation in the study. 
Survey Administration  
Over the course of the study, participants completed an online questionnaire via their 
phone or computer. This survey was created using Qualtrics. The questionnaire took 30-45 
minutes to complete. Mental health resources and community engagement resources were 
provided at the end of each questionnaire. The questionnaires assessed deaf acculturation, deaf 
identity development, Black racial identity development, well-being, depression, anxiety, coping, 




 A demographic questionnaire will be used in this study to gather demographic 
characteristics about each participant. The questionnaire will ask about factors such as age, 
ethnicity, race, income, employment, education, hearing status, and how they view their 
deafness, and history of attending mental health services, and quality of mental health services 
(See appendix D).  
Deaf Acculturation Scale  
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The Deaf Acculturation Scale (DAS) (Maxwell-McCaw & Zea, 2011) will be used to 
assess an individual’s identity acculturation to both deaf and hearing cultures. The DAS is a 58-
item measure that uses a Likert rating scale (1=strongly disagree, 5=strongly agree) to identify 
components salient to an individual’s identity. It consists of two acculturation scales: 
Acculturation to Deaf Culture (DASd) and Acculturation to Hearing Culture (DASh). Both 
scales measure parallel domains; cultural identity, cultural involvement, cultural preferences, 
cultural knowledge, and language competence to both deaf and hearing cultures (See Appendix 
F).  
There are two separate scoring methods that were validated in this study. The first 
method gives participants a separate acculturation score (scored as a continuous variable) for 
each culture (i.e., a DASd score and a DASh score). This is obtained by totaling averaged scores 
from each of the individual subscales within the DASd and DASh and dividing by the number of 
subscales (5). The second scoring method enables researchers to obtain an overall acculturation 
style by sorting each participant to one of four acculturation categories. This can be obtained by 
first assigning participants into a high score (if they score above a 3) or low (if they score below 
a 2.9) score on each of the acculturation scales (the DASd and DASh). Participants are then 
assigned to one of four types of acculturations by combining the two scores, such that: (a) 
hearing acculturated equals a high DASh and low DASd score, (b) marginal (low DASh and low 
DASd), (c) Deaf acculturated (low DASh and high DASd), or (d) bicultural (high DASh and 
high DASd) (Maxwell-McCaw & Zea, 2011). 
 The DAS was found to have good reliability (Cronbach’s alpha of .95 for the overall 
scale; Maxwell-McCaw & Zea, 2011). This shows that there is strong internal consistency, 
indicating the DAS is a reliable measure for assessing acculturative status.  
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Deaf Identity Development Scale  
 The Deaf Identity Development Scale is 47 item scale (Appedix G), 5- point likert scale 
(1= strongly disagree, 5=strongly agree) that aims to measure 4 deaf identify constructs: hearing 
(10 items), marginal (12 items), immersion (12 items), and bicultural (13 items). This scale was 
normed for the Deaf population. The internal reliability coefficients for the DIDS are as follows: 
the Hearing Scale (α = .81), the Marginal Scale (α =.84), the Immersion Scale (α =.87), and the 
Bicultural Scale (α =.78)  (Fischer & McWhirter, 2001). I will only use the Bicultural scale for 
this study because while the DIDS demonstrated adequate reliability and construct validity 
initially, several subsequent researchers using the DIDS had difficulty obtaining similar 
reliability coefficients. They have questioned the study’s construct validity because most, if not 
all participants have tended to be classified as bicultural (Fischer & McWhirter, 2001; Leigh et 
al., 1998; Wald & Knutsen, 2000). 
Racial Identity Attitude Scales- B 
The Racial Identity Attitudes Scale, Version B (RIAS-B) was developed as a self-report 
measure to evaluate the types of attitudes in the four phases of Cross’ model of Nigrescence 
(Appendix). The test requires subject response to 30 items using a 5-point Likert Scale (1= 
Strongly Disagree to 5= strongly agree). Scores can thus range from one to five, with higher 
scores indicating greater endorsement of the attitudes represented by each subscale. The RIAS-B 
is then scored by obtaining the mean rating for the items assigned to each subscale. All items on 
the Encounter subscale are also scored on other scales, while filler questions (7, 13, 15, and 16) 
are not scored on any of the scales. The four subscales are: Pre-encounter (9 items), Encounter (4 
items), Immersion (8 items), and Internalization (9 items). The internal consistency for each 
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subscales are as follows; Pre-encounter (0.67), Encounter (0.72), Immersion-Emersion (0.66), 
and Internalization (0.71) in a sample of 400 students (Helms & Parham, 1981).  
 
 
World Health Organization Well-Being Index 
The World Health Organization Well-Being Index (WHO-5) is a 5-item short and generic 
global rating scale measuring subjective well-being (Appendix I). This will be used to assess 
positive well-being. The measure has good construct validity as a unidimensional scale 
measuring well-being for younger and elderly persons (Winther Topp et al., 2015). This scale 
covers five positively worded items rated on a 6-point Likert scale from not present (0) to 
constantly present (5). A sum score (range: 0–25) is calculated and translated to a 0–100 scale by 
multiplying by 4. Higher scores mean better well-being. The WHO-5 is one of the most widely 
used short questionnaires assessing subjective psychological well-being and its reliability and 
validity have been carefully evaluated among adult populations and shown to be good 
(Bonsignore et al., 2001; Ellervik et al., 2014; Topp et al., 2015). This measure has not been 
normed for the Deaf population, however it has been used in a previous studying to measure 
Deaf well-being (Chapman & Dammeyer, 2017). 
Patient Health Questionnaire – 9 
The Patient Health Questionnaire (PHQ-9) is used to screen, monitor and measure the 
severity of depression (Appendix J). The PHQ-9 provides a scoring severity index that combines 
DSM-IV depression diagnostic criteria with other major depressive symptoms (Kroenke, Spitzer, 
& William, 2001). With possible scores ranging from 0-27, the PHQ-9 was found to have 
acceptable diagnostic properties for detecting major depressive disorder for cut-off scores 
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between 8 and 11 (Manea, Gilbody, & McMillan, 2012). Scores on the PHQ-9 are highly 
correlated with other validated measures of depression severity (Kroenke, Spitzer, & Williams, 
2001). This study will utilize the ASL-PHQ-9, a version of the PHQ-9 that has been normed for 
the Deaf population. Pertz et al (2018) adapted this measure and the score agreement between the 
two measures were almost the same (Pearson correlation = .99; p < .05). The ASL-PHQ video 
version that is in the public domain will be used in this study. 
Generalized Anxiety Disorder – 7 
The Generalized Anxiety Disorder scale is a seven-item self-administered questionnaire 
that is used as a screening tool and severity measure for generalized anxiety disorder (Appendix 
K). The GAD7 provides cut-off points for mild, moderate and severe anxiety. When used as a 
screening tool, further evaluation is recommended when the score is 10 or greater (Spitzer, 
Kroenke, Williams, et al. 2006). When the threshold score of 10 is used, the GAD-7 has a 
sensitivity of 89% and a specificity of 82% for generalized anxiety disorder, a sensitivity of 74% 
and a specificity of 81% for panic disorder, a sensitivity of 72% and specificity of 80% for social 
anxiety disorder, and a sensitivity of 66% and specificity of 81% for post-traumatic stress 
disorder (Kroenke, Spitzer, Williams et al., 2007). This study will utilize the ASL-GAD, a 
version of the GAD-7 that has been normed for the Deaf population. Pertz et al (2018) adapted 
this measure and the score agreement between the two measures were almost the same (Pearson 
correlation = .98; p < .05). The ASL-GAD has a video version of the measure that is public 
domain and will be used in this study.  
Brief Cope  
Carver, C. S. (1997) designed the Brief-COPE. This is a 28 item self-report questionnaire 
that has 14 scales designed to measure effective and ineffective ways to cope with a stressful life 
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event (Appendix L) “Coping” is defined broadly as an effort used to minimize distress associated 
with negative life experiences. The scale can determine someone’s primary coping styles as 
either Approach Coping, or Avoidant Coping. In addition, the following subscales are reported: 
Self-distraction, Active coping, Denial, Substance use, use of emotional support, Use of 
instrumental support, Behavioral disengagement, Venting, Positive reframing, Planning, Humor, 
Acceptance, Religion, & Self-blame. Total scores on each subscales are calculated by summing 
the appropriate items for each scales. There is no overall total score, only total scores for each 
scales.  
Data analysis plan 
This writer used SPSS statistical software to analyze all the data. Descriptive statistics were 
used to describe the sample demographics and scores of the measures (including the means, 
modes, standard deviations, and range). Correlational analyses were used to obtain correlations 
coefficients between the black and deaf identity development and mental health outcomes. This 
correlational analysis also determined which predictors, the DAS, RIAS-B, DIDS (Black and 
Deaf identity development variables) and outcomes, the WHO-5, PHQ-9, GAD-7, and Coping 
(mental health and coping variables) were going to be included in the final multiple regression 
models. Multiple regression analyses were used to answer the research questions. The following 
equations were used to ascertain the appropriate sample size for multiple regression, 50+8k (k= 
predictors) if testing the overall model or 104+k if testing the individual predictors within the 
model (Green, 1991). Given that I have more than one predictor variable, DAS, RIAS-B, and the 
DIDS I will run a separate multiple regression model for each outcome variable (WHO, PHQ-9, 
GAD-7, and Coping). While running multiple analyses on one data set increases the risk of a 
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type 1 error, I will use Post Hoc tests (i.e., Bonferroni correction) to reduce the chances of a type 
1 error (Field, 2000). 
Dissemination Plan 
Once I have completed my data analysis and defended my dissertation, I plan to report my 
findings to the community in several ways. First, I will present the findings to the providers at 
California School for the Deaf in Fremont and National Black Deaf Advocates. Secondly, I will 
submit my dissertation to ProQuest for publication or listing in Dissertation Abstracts 
International (DAI). I will also submit my findings to present at a professional conference (e.g., 
National Multicultural Conference and Summit or the APA Convention).  Lastly, I hope to 
submit my findings for publication in a peer-reviewed journal like the as Journal of Deaf Studies 
and Deaf Education. 
Chapter 4: Results  
 
Positionality 
As a Black hard of hearing cisgender male, it is important for me to be aware of my own 
positionality within my research. This is important because positionality not only shapes the 
research, but influences the interpretation, understanding and ultimately the belief in the 
‘truthfulnesss’ of the data (Holmes, 2020). It is important to know that while I am hard of 
hearing, I am a guest in the Deaf community, throughout my interviews never did I presume that 
I was the expert of the information. While I may have some lived experience, there is a rich 
history and the stories and narratives shared needed to be highlighted. My goal during these 
interviews were to uplift the voices of these providers who work with this historically 
marginalized community. It is important that I am aware of my own hearing privilege and check 
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my own biases when it comes to this community. Reflecting on the interviews I noted how I was 
more drawn to the providers that shared my racial identity. Also given how I value 
multiculturism and social justice, themes that emerged in the data reflected as such.   
Phase One  
The specific aim for phase one is to explore the extant culturally tailored interventions 
targeted towards Black Deaf adults in a clinical setting. This was done through a thematic analysis 
(Braun & Clark, 2006) of 5 interviews. The interviews are all providers (Therapist, Social workers, 
Educators) who have direct contact with Black Deaf adults. Theses providers have all worked with 
Black Deaf adults a for a minimum of 1 year. The thematic analysis process that was applied to the 
transcripts elicited key concepts that were evident in the data. These themes are viewed as essential 
in determining the understandings of all the participants. These themes have been labeled as: 
systemic issues, mental health implications, interventions, cultural humility, and Black Deaf culture. 
These themes are all factors to consider when thinking about culturally responsive interventions for 
Black Deaf adults. 
Themes: 
Systemic Issues  
Representation 
Lack of representation plays a central role in some of the systemic issues among the Black Deaf 
community across multiple systems. In the university system many Black Deaf adults not only 
don't see themselves represented in the classroom, but also in their peer groups. One participant 
highlighted the point  
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So last year, we had no domestic Black Deaf students enter in the first year class, well, 
 um highly problematic. So when I think about representation, like any given time, we 
 have maybe eight Black Deaf students on campus amongst  150 Deaf Students. So the 
 representation piece is huge… 
Similarly, in the mental health system, Black Deaf adults wish they had more representation in 
Black Deaf providers as this can affect the decision to seek treatment,  
Again, Black Deaf people feel more comfortable with people that look like they do. So 
 when I left my role as a therapist, I was just done with it [Clinical work]. I don’t even see     
many black or  brown therapists. There may be one or two but they’re very far away from  
here. It’s very frustrating. 
Even at the University for the Deaf and Hard of Hearing community, representation is slim in the 
counseling center.  
So she said that people complain that our center doesn’t have enough people of color on 
 the staff. We only have two. One is Black, and one is Latina. So students wish we had 
 more. We’re always looking for more, but it’s hard to find people who are in the field 
 and people of color. It’s hard. 
This lack of representation can not only affect the individual’s choice to seek treatment, but it 
can also affect the individual's self-concept. This starts at an early age. When all the people that 
look like you are janitors vs the teachers teaching you, it can implicitly leave young Black Deaf 
students with a message of how things should be.  
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Black Deaf boys often ask me where are other black Deaf men who can teach me? They 
 don’t see any role models that look like them as examples. They have no one to look up 
 to. Usually what they see are white Deaf women, maybe one black Deaf woman, maybe 
 Hispanic deaf people but no black Deaf men. They don’t see black Deaf men at all 
 anywhere. The only black Deaf men they see are the ones working as janitors. Or maybe 
 they work in the cafeteria as cooks. But there are no black Deaf men in the teaching 
 field. With that, they often wonder, is there something wrong with them? And I’ll  
 explain that there’s nothing wrong with them, that’s just how it is. 
While this is a similar notion in the Black hearing community. The intersectionalities of race and 
Deafness can further complicate the decision to seek treatment. This is because while there is no 
perfect scenario, the Black Deaf adult constantly must decide what are they willing to comprise? 
I think representation is always a big thing. So that becomes even more challenging and 
 complicated when you are a part of the deaf community. Do you want someone who 
 signs but doesn’t share your ethnic identity or someone who looks like you but won’t be 
 able to communicate freely without an interpreter?  
Quality Education 
Systemic issues around the disparity of quality education when it comes to Black Deaf adults is a 
theme that was shared across all participants. One participant shares that despite educational 
challenges Black Deaf students were just getting “passed through.” 
I mean, I think education for black people in general and we have a lot of the Black Lives 
Matter stuff going on now that that is showing all of the systemic things that are against 
us as black people, as far as education is concerned. Our education [systemic education 
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for Black people] is already not as good and then you add the deaf component on top of 
being a black young man or a black young lady going to school, and access and whether 
they are just a lot of times getting passed through. And so they end up coming to high 
school into college and they really can't read and write well at all.  
Alternatively, another participant does not even think they are making it that far but instead there 
is a “crack” in the system. This crack is preventing Black Deaf students from matriculating into 
college.  
there's plenty of Black Deaf students in the state of California. But something is 
happening between high school and college. So, folks either are not graduating with a 
high school diploma that allows them to be eligible for college or there's misinformation 
about either admission money, ‘can I do it? Should I do it?’ There's a gap, is a huge crack 
between the high school and the college jump transition. 
She further describes this crack as a result of multiple factors as it affects the individual’s right 
quality education 
I think that is a systemic issue that is playing out and playing out in individual people's 
lives is absolutely a larger systemic issue that is both Black and Deaf intersectionality. 
Right. So, there is a mixture of language deprivation, lack of information about Deaf 
communities, lack of information about Deaf culture, right, a lack of hearing families 
having exposure, access, and resources. To what rights their children have or navigating 
the IEP process… 
Access  
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Another theme that emerged was the importance of Black Deaf individuals having access across 
multiple systems.  
As far as systematic challenges, it’s important to make sure they have access to education 
that is equitable. 
Not just in education, but in therapy as well.  
but often, prior to university, some of those students who are both Black and Deaf had 
limited access to mental health services where they are from. 
However, many challenges revolve around having access to information. This can affect the 
individual's mental health.  
I mean having access to what's actually going on in the world, in their language with 
 people who look like them. And all of that I think feeds ultimately into people's mental 
 health of like, yeah, that's me. Yeah. Like I feel that way. And I understand what you're 
 saying, and I'm not alone. Right, versus, you know, often times all the information that is 
 not accessible, that has a great message but isn't accessible. 
What is unique is that for Black Deaf individuals that this restriction of information can come 
from their Black hearing counterparts. 
Black hearing people tend to say it’s not important and you don’t need to know what’s 
happening. You’re fine, don’t worry about it. But it’s like I have experienced oppression, 
so I want to understand what’s happening with my people, too. Often times, black 
hearing people forget about black Deaf people. We’re left out when information is 
important to know 
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Another participant shared similar notions, stating that this lack of access to information is due to 
language deprivation in the Black family system. This deprivation leads to worsening mental 
concerns and identity issues. 
But there's the other piece of the cultural piece of being black and not really having full 
access to black culture because of the limited communication between the [hearing] 
parent and [Deaf] child. That's a struggle and being able to identify with your family of 
origin and yet still not be fully accepted, maybe because of deafness. And so, I know 
there, there's a lot of that struggle piece. So where do I fit? You know, do I fit fully in the 
deaf community not so much, fully in the black community, not so much because often 
times, the black community is not so open to people with disabilities. They might not 
have been welcoming as far as learning to communicate and set up the household in a 
way in which it's accessible and so folks end up struggling to kind of really access that 
culture. 
Mental Health Implications  
Protective Factors  
When thinking about protective factors in the Black Deaf community, resiliency is highly 
prevalent or as one participant describes it “grit.”   
￼Definitely the grit. The grit, I mean, our people have been used to taking a little bit and 
 making the best of it, to being used to being behind the ball and catching up. We're used 
 to working hard to, you know, make up for what we weren't given.  
Another participant shared a similar thought of this resiliency is fostered very earlier on in their 
life  
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Because a high percentage of Black Deaf child are born in hearing families, so they have 
 to figure out so much with that resilience. That resilience means a lot. They fight for 
 rights. They fight for access. They fight for what they want with their dreams about 





While there are several systemic challenges, Black Deaf individuals have several risk factors that 
can lead to poorer mental health outcomes. Participants describe these factors in the form of 
isolation and invisibility in their family system  
Oh, you know, people are people so there's depression, there's anxiety, and a lot of it I do 
believe that relates to being black and deaf is just coming from a family who might not 
understand your deafness and might not understand the culture, who hasn't bothered to 
learn sign language and or a decent way of communicating with you and so I'm feeling 
left out of the family unit causes a lot of depression and experiencing trauma and having 
no one to talk to about it causes a lot of depression and anxiety and, that's the gamut for 
deaf people in general. 
Often, the isolation and invisibility are due to a communication issue.  
I am worried about those who have no education or no communication access. Those are 
 the people I’m worried about  the most because they feel trapped or frustrated.  
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While communication has mental health implications, it effects the individual’s sense of identity 
as well.  
Because the communication isn’t there, they can’t ask about their culture or who they are. 
The information is passed off as “good enough.” When they ask questions to their family, 
they get one-word answers in return. They don’t have deep conversations about it so 
that’s very frustrating 
 
Intervention 
When thinking about culturally-responsive interventions that benefit the Black Deaf community, 
participants vary in their approaches. Some participants were huge proponents of Acceptance 
and Commitment Therapy (ACT) and Cognitive Behavioral Therapy (CBT).  
So CBT and ACT work pretty well, ACT because ACT is kind of like, hey, look, your 
situation is not really going to change. Let's work on accepting it and making a 
commitment to a healthy lifestyle and so sometimes We have to go there with ACT 
where people have like chronic depression chronic anxiety and I don’t really see that 
they're going to like this is an episode No, this is a life struggle. And so, giving them 
those kind of skills to you know accept that this is a life struggle and then make a 
commitment to healthier lifestyle behaviors is great. And it works well for my black deaf 
clients we've had a lot of trauma growing up and, and depression. 
Another participant emphasized the use of CBT around building structure to be better organized 
and create boundaries 
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And though my Black Deaf clients might be coming into it with, with not a lot of the 
structural pieces and so teaching them how to structure their day to include their meals, 
their homework, their work life, some pleasure, you know, and live by a schedule. I feel 
like white families do that from middle school, high school. They're teaching their kids 
how to live by a schedule and what, what all needs to go in that. And so CBT kind of like 
scheduling principle really works well in getting clients who are overwhelmed, just more 
organized and then talking about boundaries 
There was a caveat in terms of assigning homework and being aware of what is culturally 
appropriate.  
we give therapy homework that is just not really possible for some clients, you know, or, 
you know, we asked them to do certain things that are outside of their culture. “Go home 
and tell ya mama this” well that might not fly everywhere.  
Others took more of a relational/ client centered approach  
Relationally, Some of that, for me, has some part of accepting who you are now, and 
taking  advantage of what you have now, and at the same time seeing a future in what 
you want, your dream goals. But also, some appreciation about, wow, what you’ve 
accomplished so far already. It’s awesome. Really awesome. You’re here. I mean… I 
appreciate what they know about themselves. With the system they come from, also, 
they’re here now accepting themselves. They need to appreciate that they’re here now, 
who they are.  
Mindfulness seemed to be a potential challenge for this population in some cases, due to some of 
the auditory challenges and the patient’s ability to think abstractly 
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relaxation and the some of the grounding and relaxation techniques, mindfulness and 
stuff that you really have to work hard at modifying, um, and some of the some of it is 
auditory and not visual and so there's no like easy modification. And so those things are 
hard. Really, it depends on my deaf client's education level and their awareness, their 
ability to abstract. Being able to kind of connect the dots might be difficult. 
Ultimately, meeting the client “where they’re at” and providing psychoeducation is needed 
before any intervention is started.  
If we need to talk about information, maybe we need to start with vocabulary and what 
things mean first before we even begin the therapy process. If we don’t start with 
vocabulary, the therapy session will not be successful and they won’t understand 
anything 
Similarly, another participant shared, 
I give them the vocabulary, or words, to describe what they’re experiencing. For 
example, they can label behavior as “anti-blackness” and they can explain what that looks 
like. I help students call out people when they see them practicing anti-blackness 
behavior. I provide students with tools like that. 
While isolation and invisibility are a common sentiments felt from Black Deaf clients, many 
participants shared that supports groups are a very successful form of intervention.  
intervention is support groups. Where people can get together and realize that there are 
 other people just like them and not feel alone. 
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It is important to note however, that confidentiality issues may play a factor with these support 
groups due to the Deaf the community being small.  
 the problem with support groups is that people don’t want other people to know that they 
struggle. They’re embarrassed. It’s like a catch-22. With support groups, can I trust 
others not to tell my business? I don’t know. There are a lot of trust issues with support 
groups. With intervention planning, you have to make sure there is time for the person to 
make progress and to be able to unpack those issues. 
When thinking about working with interpreters, confidentiality challenges arise as well for the 
same reason  
The Deaf community is small. And so if I have this interpreter, will they maintain 
confidentiality in this space? Right?  If I have an interpreter that signs, there's not many 
of those will you maintain confidentiality in this space? 
The ideal situation as many participants shared would be have a Black Deaf Therapist. This 
participant summed it pretty well,  
I mean, I actually I really do feel like the ideal is a black therapist who signs, yeah, black, 
hearing, and signing good but black, deaf, and signing would be awesome. It is far and 
few between but I definitely I had the privilege of knowing some black deaf therapists 
and it's that bluntness that. That Yes, I understand exactly because even from me, I'm 
projecting, You know, I'm imagining what it would be like to grow up in a hearing family 
as a deaf person and what some of the struggles are. I'm imagining that because I've been 
hearing stories, you know, and I've been exposed to the different backgrounds and 
different people but as a black deaf therapist, you're right there. 
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Since that situation is rare, it is important that other therapists are constantly practicing cultural 
humility.  
Cultural Humility  
Cultural humility is a lifelong process of self-reflection and self-critique whereby the individual 
not only learns about another’s culture, but one starts with an examination of their own beliefs 
and cultural identities (Tervalon & Murray-Garcia, 1998).  This critical consciousness is more 
than just self-awareness, but requires one to step back to understand one’s own assumptions, 
biases and values. Many hearing therapists have to “do the work”, unlearn, and recognize their 
hearing bias around Deaf culture. All participants acknowledged that this is the single most 
important skill when working with Black Deaf clients.  
I believe that with the multicultural work that we do as providers and as psychologists, 
counselors, and therapists, we need to continue to work on ourselves and assess ourselves 
to understand where we are coming from because it’s possible that we might not be 
completely aware of our biases. You know? Assumptions about people 
It is also important to become aware of and accept the power differential that exists between a 
Deaf client and a hearing therapist. They are responsible for using that power to broach pertinent 
topics that usually serve as a barrier within the relationship. Clients are keenly aware when 
certain topics are taboo to discuss or broach in therapy, and clients very often follow the 
therapist's lead. If a Deaf client senses that a therapist does not want to discuss a topic, the client 
will not attempt to address it. This participant explored this in the sense of “my stuff vs their 
stuff” 
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we need to understand our power and privilege as a therapist, and that is, whether you're 
black or white. Hebrew, you  know, Mexican on, you got to understand your power and 
privilege from the place that you are. And if you're hearing  you know, if you grew up in 
a upper middle class family, you have different ideas then other people might have. And 
so being able to understand your power and privilege and and have a good understanding 
of your own, who you are as a person, you know you as a woman, you as a man, you as a 
30 year old, you know, have to understand and have your own identity, because when 
you're in the room with someone who doesn't, you know, you got to know what parts of 
you what part is in the room that belongs to you and what part is in the room that doesn't 
belong to you. And that's the  client stuff. This is my stuff. 
Another participant expounds on this awareness and what it means to “Do your own work” to be 
a competent therapist working with Black Deaf adults  
Do you have any exposure to deaf people of color? Do you go to conferences, do you 
read things or you continue to educate yourself or you're watching vlogs, like how are 
you continuing to do your own work? So that when you walk into a space, you are not 
toxic? And then you don't think it's actually about you? Because it's actually never about 
you ever. and so those are the things I think that's the biggest thing is self-awareness, do 
your own work, understand how you've been socialized, so you are not toxic being when 
you go into spaces and think that you know everything because just because you can sign 
doesn't mean that you sign everywhere doesn't mean should interpret everywhere. It 
doesn't mean you should teach everywhere. 
While having a black hearing therapist can have its benefits, there is still work that that therapist 
must do. 
IDENTITY AND MENTAL HEALTH 
 
   
 
64 
well.... You know, how much access is that going to give you? are we reading lips? Are 
we writing back and forth? Does that black therapists who doesn't sign, What is their 
perspective of you? Do they see you as a disabled person? Do they see you as the deaf 
person who can do everything, they can do except for hear? You know, so what's the 
mindset of that black therapist who can't sign can they really connect with you? Or is the 
disability going to create this  additional barrier? 
It also isn’t enough to just “Do the work” but you must use your privilege responsibly. This 
participant shared how important it is that as an ally to the Black Deaf community, she educates 
her colleagues on hearing fragility. Hearing fragility prevents Deaf people of color and Deaf 
people from being able to engage hearing people in honest conversation without having to bear 
the burden of catering to hearing people’s emotional comfort. 
Hearing fragility. There's absolutely hearing fragility. Absolutely. Absolutely. 
Absolutely. So and I think in some ways, that's the role I see myself playing in my 
department working with other hearing students is that I can speak really directly to 
hearing fragility, and name it and I can engage it. And I can talk about the ways in which 
I've made mistakes. And I've learned from those moments and when behavior is 
inappropriate in ways that I think that when deaf people call it out, it's it's taken 
differently, but that's like any marginalized versus privileged group dynamics right when 
black folks call things out that white people have said it always lands Different than 
white people when they call their own people out is the same thing is the same thing. So I 
think I'm able to push and poke at things with other hearing folks that deaf people may 
have a much different experience with those people I'm having because I don't get as 
much push back of it you know, what do you mean? You're just complaining? Actually, 
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no, we're both hearing and let me tell you how I've royally messed up in the area and how 




Black Deaf Culture  
Language  
While it is important that the therapist check their own bias, it is also crucial to understand what 
Black Deaf culture is. Similarly, to the Deaf community, language is the focal point that connects 
Black Deaf individuals. One participant highlighted this point.  
Yeah. And that even black deaf folks have their own culture, their own history, their own 
language and dialects and ways of engaging that we as black hearing people need to be 
able to connect with to be better interpreters and better teacher, you know, to me, like to 
better community members of the space. 
Intersectionality  
Alongside of language, Black Deaf individuals are constantly exploring the unique experience of 
being both Black and Deaf and how those two identities intersect. 
They have a hard time understanding that they have an identity. They have a hard time 
understanding there’s a lot more to it. The Deaf identity is more of a space, signing space. 
Black people like to move and take up space so there’s a similarity there. When you talk 
about time, there’s a tendency to be late because they’re talking a lot and that’s similar, 
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too. Sharing information is similar as well. Black people want to share information with 
others just as Deaf people do. But the only difference is that you will see me as a black 
person first before you know that I’m Deaf. I call myself Creole black Deaf first because 
you wouldn’t know that I was Deaf until you saw me signing. I don’t see it as a 
 separate thing. There are layers of intersectionality. 
They further describe how the language deprivation is tied to the individual's intersectionality  
Both these very kind of deaf specific things that a lot of deaf students are experiencing. 
And then there's things that a  lot of black students are experiencing that black deaf 
students are experiencing. And then there's this kind of interesting space in the middle 
where those two identities come together. And there's these unique experience that people 
have. And so I think black Deaf students are also navigating language deprivation, right? 
Not having access to sign language. Challenges with figuring out identity, who am I? Am 
I Deaf enough? umm like I need to get more of that Deaf thing, you know, like coming 
into college and feeling like they don't have they haven't been exposed enough or can't 
quite grasp the identity. They can't. They can't hold it and feel like how do I get more of 
this? You know, because I wasn't I didn't grow up in a deaf community. I didn't grow up 
connected to deaf people, which I think is a broader Deaf challenge, right. Anyone who 
has grown up in a dominant hearing family, maybe not around deaf, Deaf folks, feel this 
sense 
Another participant shares how race and Deafness interplay in social settings. She describes a 
college student wanting to join a historically black sorority, but communication is an issue. That 
student then wants to join a cultural deaf sorority, but they’re the only Black person.  
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And so there's this constant, like, where is our space? Where are people who 
  are like me. How do I get how do I get that? 
Despite such challenges, Black Deaf adults display an immense amount of self-efficacy  
They are figuring out how to get access to their language. They are figuring out 
identity and multiple identities and finding people that helped them connect and better 
understand who they are. 
Family 
Questions regarding identity from Black Deaf adults often stem from their family system. As 
previously mentioned, the majority of deaf children are born to hearing parents. Often, you’ll 
have a parent who has little understanding of Deaf culture.  
I think. Because families are trying to navigate multiple layers of things. And particularly 
with hearing parents who don't necessarily understand or have access or connection to 
Deaf communities 
And given the communication barriers, the child misses out on Black culture as well.  
But there's the other piece of the cultural piece of being black and not really having full 
access to black culture because of the limited communication between the parent and 
child. 
This isn’t always the case however, as one participant points out the strength of the family unit  
they do have familial capital like families. I fundamentally believe that parents, families 
want the best for their children, period, regardless of how that plays out, whether they 
have enough resources or information or not, I fundamentally believe that people want 
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what's best for the children in their lives. And that's a huge  strength as a huge strength. 
So I think that it absolutely feeds into aspirational capital, if you will, if you believe that 
other people believe in you, right and believe you can do this. 
Discrimination 
A common theme felt in the Black Deaf community are around experiences of 
oppression/discrimination. This is unique to the population given the minority within a minority 
group status.   
the black Deaf community has to prove that they have actually experienced racism. Most 
of the time, people dismiss them and claim that they’re making it up. They’ll say they’re 
lying or that it never happened. But that continues to happen to the point when the black 
Deaf community gets together and can discuss their frustrations, their lack of support, or 
how they don’t feel valued. So that’s a challenge that I have seen. And also, the challenge 
of having family that do not sign. So, it’s hard for them to ask their parents, or cousins, or 
family in general, about racism. 
Another participant sums what the felt experience of being a “minority within a minority” truly 
means. 
We talk a lot about how we can’t figure out which is worse - being oppressed by our own 
people, black hearing  people, or Deaf, we can’t figure it out. But is it more of do white 
hearing people oppress us? Yes and it can be bad. The only thing is that we may not hear 
what they’re saying. Maybe they physically move back because they don’t want to touch 
you, maybe they don’t want to serve you, or they just say “go away.” But white Deaf 
people who sign and use the “n” word or say that black people are dirty, we actually see 
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that message and that’s painful. Black hearing people tend to say it’s not important and 
you don’t need to know what’s happening. You’re fine, don’t worry about it. But it’s like 
I’ve experienced oppression so I want to understand what’s happening with my people, 
too. Oftentimes, black hearing people forget about black Deaf people. We’re left out 
when information is important to know. 
Advocacy  
Despite all of the challenges listed above, the Black Deaf community is resilient and motivated. 
All the participant shared similar insight in the community’s advocacy work.  
So I think, having this this type of information of advocacy come from black deaf folks in 
sign language is really powerful for black hearing people also. Because, again, even 
though we're one big black community, we have a variety  of folks within that 
community, right, they often get forgotten about. And so it's important that we 
understand the diversity within in the community and not to essentialize that we're all 
black folks are the same. And so I think it's important that Black Deaf people, facilitate 
run and push out their own advocacy into the black community  
 
Phase Two Results  
Data Cleaning 
A total of 143 people attempted to complete the survey. Of those, a total of 54 
participants completed the survey and were used in the analyses. A total of 89 (62.2%) surveys 
were excluded from the final analyses due to missing > 20% of the items in the questionnaire or 
because they were duplicate cases. Tabachnick and Fidell (2007) explained that if only a few 
cases have missing data and they seem to be a random subsample of the whole sample, listwise 
IDENTITY AND MENTAL HEALTH 
 
   
 
70 
deletion is a good alternative. Subscale and total scores of measures were calculated for the final 
sample of 54 participants. All variables met the normal distribution assumption (see Appendix 
R).  All survey data analyses were conducted on SPSS.  
The specific aim for phase 2 is to examine cultural identity development and its relation 
to mental health outcomes of Black Deaf adults. I hypothesized that a stronger or healthier 
cultural identity will lead to better ￼psychological well-being. Better psychological well-being 
is operationalized as lower levels of depression and anxiety and higher utilization of positive 
coping skills. The predictor variables were Deaf cultural identity and Black cultural identity 
which were measured by the Deaf Acculturation Scale, Racial Identity Attitudes Scale, and the 
Deaf Identity Development Scale. The outcome variables were ￼depression, anxiety, well-
being, and coping. These variables were measured by the Generalized Anxiety Disorder 7 scale, 
Patient Health Questionnaire-9, World Health Organization Well-Being Index, and the Brief 
Cope Inventory. 
Descriptive Data 
                Descriptive statistics of the sample (N = 54) can be seen in Table 1.  The sample 
consisted of 87.3% Black and 12.9% biracial participants), the average age was 35.62 years (SD 
= 9.032; age range = 21 – 59 years), most of the sample identified as heterosexual (83.3%), and 
had an education level of at least bachelor's degree (40.7%).  Thirty-four (63%) identified as big-
D Deaf, 15 (27.8%) identified as little-d Deaf, and 5 (9.3%) identified as Hard of hearing. As 
previously mentioned, the “big-D Deaf” people share a strong cultural pride and group 
connectedness that are similar to those of racial and ethnic minorities group in the United States. 
In contrast to “little-d deaf” people who are solely audiologically deaf and who do not identify as 
members of a Deaf community (Phillips, 1996). This identity is fluid and can change based on 
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the individual. It is important to note that respondents likely ascribed their own meanings to each 
status identifier. 
Table 1 
Phase 2 Descriptive Statistics for Demographic Variables  
______________________________________________________________________ 
N= 54                                                                                                                  N           % 
______________________________________________________________________ 
Deaf Identity  
______________________________________________________________________ 
Deaf                                                                35         63.6 
deaf                                                                15         27.3          
Hard of hearing                                              9          16.4 
______________________________________________________________________ 
Preferred Language  
______________________________________________________________________ 
American Sign Language (ASL)                   31        57.4 
Black ASL                                                        11        20.4 
Signed Exact English (SEE)                             5        9.3 
English                                                               7      13.0  
_____________________________________________________________________ 
Hearing aid use 
_____________________________________________________________________ 
Yes                                                                    24       44.4 
No                                                                     30       55.6 
_____________________________________________________________________ 
Sexual Orientation  
_____________________________________________________________________ 
Heterosexual                                                   45       83.3 
Homosexual                                                       1       1.9 
Bisexual                                                               3       5.6 
Other                                                                   3       5.6 
Prefer not to say                                                2       3.7 
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Racial Demographic  
_____________________________________________________________________ 
Black                                                                  47       87.3   
Jamaican American                                           1        1.8 
Black/ White                                                       2        3.6 
Black/ Native American                                    4        7.3 
_____________________________________________________________________ 
Highest degree earned 
_____________________________________________________________________  
Less than high school                                       1        1.9          
High school graduate                                        2       3.7  
College but no degree                                      6       11.1 
Associates degree                                              4      7.4 
Bachelor’s degree                                            22      40.7 
Master’s degree                                              17       31.5 
Doctoral degree                                                2         3.67 
____________________________________________________________________ 
 
 Descriptive Statistics for Mental Health Services 
       As can be seen in Table 2, 74.1% of people in the study have never received mental health 
services before. Of the 25.9% who did seek mental health services, the majority had a negative 
experience due to lack of cultural humility and communication, which, as mentioned earlier, are 
key reasons Black Deaf Adults have difficulty in finding quality mental health ￼care (Steinberg, 
Sillivan and Loew, 1998). One participant said that they had:  
Difficulty finding the right fit, meaning someone who understands the intersectionality of 
my experiences and able to name and discuss it. I’ve gone to 3 different counselors, only 
stayed with 1 for a few months due to their experience with trauma. 
While another speaks to the lack of communication as a key determinant,  
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It was not for me but for my daughter who was diagnosed with an eating disorder. I did 
not like the experience because her therapist lacked an understanding of her mother as a 
Black Deaf person. The communication amongst us was not effective at all so I would get 
frustrated when the interpreter was unable to follow me. It made it a challenge for me to 
support my daughter. Fortunately, for me I had some knowledge of eating disorders due 
to working with clients in this similar situation. But this was my daughter, I needed to be 




Mental Health Services  
______________________________________________________________________ 
N= 54                                                                                                                  N           % 
______________________________________________________________________ 
Have you ever received Mental Health Services  
______________________________________________________________________ 
Yes                                                                14        25.9 
No                                                                 40        74.1         
______________________________________________________________________ 
 
Means & Standard Deviations 
Table 3 show the means and standard deviations for depression, anxiety, wellbeing, 
coping, and cultural identity. PHQ-9 scores of 5, 10, 15, and 20 represented minimal, mild, 
moderate, moderately severe, and severe depression, respectively. Cut points of 5, 10, and 15 
might be interpreted as representing minimal, mild, moderate, and severe levels of anxiety on the 
GAD-7. Refer to table 4 for the specific scores. Higher scores suggest better well-being on the 
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WHO. The Brief Cope consists of six subscales and scored on a continuum, the higher the score, 
the more you engage in that coping behavior. Analyses revealed that the variables were normally 
distributed. The Racial Identity Development Scale is divided into three subscales, Pre-
encounter, Immersion, and internalization. The Deaf Acculturation Development Scale is divided 
into four subscales, Deaf acculturated, Hearing acculturated, marginalization, and bicultural. 
Only the Bicultural subscale is used for the Deaf Identity Development Scale. For all the identity 
development scales higher scores indicating greater endorsement of the attitudes represented by 
each subscale. 
Table 3 
Descriptive Statistics for Predictor and Outcome Variables  
_________________________________________________      
N=54                                                 M                   SD  
        
  DASd      2.6425    .47002  
  DASh      2.6647    .44802   
  DIDS_BICUL      25.8889    7.77433  
  RIASB_PRE      2.5989    .60597  
  RIASB_IMMERSION      3.0413     .58573  
  RIASB_INTERN       3.5456    .63701  
  GAD_Sum      6.7963    4.41002  
  WHO_Sum      39.2593   17.42822  
  PHQ_Sum       8.3704    4.71167  
  COPE_AC      5.5926    1.64281  
  COPE_Denial       4.0943    1.49697  
  COPE_SU      3.2593    1.51950  
  COPE_BD      3.7593     1.41335  
  COPE_HUMOR      3.6852    1.35736  
  COPE_RELIGION      5.2953    1.95834  
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Table 4  
Descriptive Statistics for Depression & Anxiety   
  GAD 7     N    %  
  Minimal anxiety     20    37.0  
  Mild anxiety     22    40.7  
  Moderate anxiety     10    18.5  
  Severe anxiety     2    3.7  
  Total     54    100  
  
  PHQ 9      
  Minimal depression     10    18.5  
  Mild depression    27    50.0  
  Moderate depression   13    24.0  
  Severe depression    4    7.4  
  Total    54    100  
 
Correlation 
As can be seen in Table 5, correlation analyses between demographic variables, predictor 
variables, and outcome variables revealed a significant negative correlation between Education 
Level and COPE_behavior disengagement, PHQ-9, GAD-7 and RIASB_Pre-encounter. Other 
correlations were not significant. This was done with the demographics to assess confounding 
variable. Education was controlled for in the main analysis.  
Table 5 
Bivariate Correlations with Education Level  
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Variable  ￼1 
￼1. Education Level  - 
2. PHQ-9  -.392** 
3. WHO .071 
4. GAD-7  -.372** 
5. COPE_Active Coping  .126 
6. COPE_Denial  -.034 
7. COPE_Substance Use  -.075 
8. COPE_Behavior Disengagement  -.420** 
9. COPE_Humor  -.039 
10. COPE_ Religion  .117 
11. RIASB_Pre Encounter  -.303* 
12. RIASB_Immersion  .04 
13. RIASB_Internalization .142 
14. DAS_Deaf Acculturated  -.032 
15. DAS_Hearing Acculturated  -.092 
16. DAS_Bicultural  -.109 
17. DAS_Marginalization  .017 
18. DIDS_Bicultural -.09 
 
 To determine what variables to include in the final regression models, I conducted 
correlations between RIASB_Pre-encounter, RIASB_Immersion, RIASB_ Internalization, 
DAS_Deaf Acculturated, DAS_Hearing Acculturated, DAS_Bicultural, DAS_Marginalization, 
DIDS_Bicultural and depressive, anxious symptomatology and coping responses (PHQ-9, WHO, 
GAD-7, COPE_ Religion, COPE_Humor, COPE_Behavior Disengagement, COPE_Active Coping, 
COPE_Denial, COPE_Substance Use). Results showed that there was a positive correlation 
between the pre-encounter stage of Black racial identity and depressive symptoms (r￼ = .501, p 
< .01), anxiety symptoms (r = .422, p < .01), denial (r = .608, p < .01), and behavioral 
disengagement (r = .579, p < .01). Results showed that there was a positive correlation between 
the immersion stage of Black racial identity and active coping (r = .277, p < .05), denial (r = 
.428, p < .01), and behavioral disengagement (r = .335, p < .05). Results showed that there was a 
negative correlation between the internalization stage of Black racial identity and substance use 
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(r= -.281, p < .05). Results showed that there was a positive correlation between the 
internalization stage of Black racial identity and active coping (r (52)= .573, p <.01). Results 
showed that there was a positive correlation between the hearing acculturated and behavior 
disengagement (r (52) = .296, p .05). Results showed that there was a negative correlation 
between the bicultural subscale of the Deaf Acculturated Scale and depression (r(52) = -.355, p 
<.05), active coping (r(52) = -.449, p < .01), and denial (r(52) = -.435, p < .05). All results are 






The significance level of a study is a level that is set before the study is completed, which 
was .05 (Salkind, 2007), however due to the number of analyses on the same sample, we applied 
a Bonferroni correction to decrease the possibility of making a type 1 error. The Bonferroni 
correction for this study is .007 and was calculated by dividing the original P value with the 
number of tests performed, a/n. The Bonferroni method is based on probability inequality and 
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attempts to ensure "that the probability of rejecting at least one hypothesis when all are true is no 
greater than a" (Simes, 1986, p. 751). 
Multiple Regression  
All multiple regression tables can be seen in Table 7. A multiple linear regression 
revealed that pre-encounter, immersion, and internalization stage of the RIASB did not 
significantly predict anxiety symptoms, (Beta = .417, t (54) = 2.252, p < .007), (Beta = .015, t 
(54) = .065, p < .007), (Beta = -.095, t (54) = -.543, ns). The model predicted 18% of variance F 
(3,49) = 3.515, p < .022).   
A multiple linear regression revealed that pre-encounter stage of the RIASB did 
significantly predict depression symptoms, (Beta = .583, t (54) = 3.328, p < .007); but that the 
Immersion, (Beta = -.124, t (54) = -.575, ns) and Internalization (Beta = -.049, t (54) =-.297, ns) 
stages of the RIASB did not significantly predict depression symptoms. The model predicted 
26% of variance F (3,49) = 5.803, p< .002.  
A multiple linear regression revealed the pre-encounter stage of the RIASB did 
significantly predict higher depression symptoms, (Beta = .543, t (54) = 3.893, p < .007). The 
Bicultural stage of the DAS did not significantly predict lower depressive symptoms, (Beta = -
.310, t(54) = -2.223, p <.007). The model predicted 42% of variance F (3,49) = 10.825, p< .000. 
A multiple linear regression revealed the bicultural stage of the DAS, the bicultural stage 
of the DIDS, the immersion stage of the RIASB, and the internalization stage of the RIASB did 
not significantly predict lower use of active coping behaviors, (Beta = -.316, t (54) = -2.118, p < 
.007), (Beta = -.320, t (54) = -2.096, p< .007), (Beta = -.075, t (54) = -.480, p < .007), (Beta = 
.369, t (54) = 2.220, p < .007). The model predicted 50% of variance F (3,49) = 7.108, p< .000  
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A multiple linear regression revealed the pre-encounter stage of the RIASB did 
significantly predict higher use of behavioral disengagement, (Beta = .630, t (54) = 4.154, p < 
.007). However, the hearing acculturated stage of the DAS and the immersion stage of the 
RIASB did not significantly predict higher use of behavior disengagement (Beta = .286, t (54) = 
2.474, p< .007) & (Beta = -.083, t (54) = -.549, p < .007). The model predicted 43% of variance 
F (3,49) = 10.716, p< .000  
A multiple linear regression revealed the pre-encounter stage, immersion, and 
internalization stage of the RIASB did not significantly predict higher use of substance use, 
(Beta = .411, t (54) = 2.231, p < .007), (Beta = -.154, t (54) = -.681, p < .007),  (Beta = -.244, t 
(54) = -1.400, p <.007). The model predicted 18% of variance F (3,49) = 3.675, p< .018. 
A multiple linear regression revealed the pre-encounter stage of the RIASB was trending 
toward significance as predict higher use of denial as a coping behavior, (Beta = .497, t (54) = 
2.819, p < .007). The immersion stage of the RIASB and the bicultural stage of the DAS did not 
significantly predict denial, (Beta = .053, t (54) = .283, p < .007) & (Beta =-.375, t (54) = -2.540, 
p < .007).  The model predicted 50% of variance F (3,49) = 8.214, p< .000.  
Table 7  
 B SE B β t Sig. 
(Constant) .868 3.753  .231 .818 
RIASB_Pre-encounter  3.010 1.337 .417 2.252 .029 
RIASB_Immersion  .110 1.706 .015 .065 .949 
RIASB_Internalization -.651 1.199 -.095 -.543 .590 
Dependent Variable: GAD-7 _____________________________________________________ 
(Constant) 1.084 3.655  .296 .768 
RIASB_Pre-encounter  4.333 1.302 .583 3.328 .002 
RIASB_Immersion  -.956 1.662 -.124 -.575 .568 
RIASB_Internalization -.347 1.168 -.049 -.297 .768 
Dependent Variable: PHQ-9______________________________________________________ 
(Constant)  2.650 3.633  .730 .471 
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RIASB_Pre-encounter  4.154 1.067 .543 3.893 .001 
DAS_Bicultural  -1.407 .633 -.310 -2.223 .034 
Dependent Variable: PHQ-9______________________________________________________ 
(Constant)   5.837 2.576  2.266 .031 
DAS_Bicultural  -.553 .253 -.316 -2.188 .037 
DIDS_Bicultural  -.074 .035 -.320 -2.096 .045 
RIASB_Immersion  -.245 .510 -.075 -.480 .635 
RIASB_Internalization 1.221 .550 .369 2.220 .035 
Dependent Variable: Active Coping________________________________________________ 
(Constant)  -.748 .993  -.754 .455 
RIASB_Pre-encounter 1.562 .376 .630 4.154 .000 
RIASB_Immersion -.201 .366 -.083 -.549 .586 
DAS_Hearing Acculturated .610 .247 .286 2.474 .017 
Dependent Variable: Behavioral Disengagement_____________________________________  
(Constant) 3.888 1.297  2.998 .004 
RIASB_Pre-encounter  1.031 .462 .411 2.231 .030 
RIASB_Immersion  -.402 .590 -.154 -.681 .499 
RIASB_Internalization -.580 .414 -.244 -1.400 .168 
Dependent Variable: Substance Use_______________________________________________  
(Constant) 2.353 1.555  1.513 .142 
RIASB_Pre-encounter  1.209 .429 .497 2.819 .009 
RIASB_Immersion  .142 .500 .053 .283 .779 
DAS_Bicultural  -.546 .215 -.375 -2.540 .017 
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 Chapter 5: Discussion 
 PHASE 1 
Summary of Results 
The present study sought to address the gaps in literature surrounding the mental health 
concerns in the Black Deaf community. Studies on this topic are few and narrow in scope, partly 
because of a lack of researchers in both deafness and mental health research (Glickman, 2013). 
The current study explored cultural identity development and mental health concerns among 
Black Deaf adults. This was done in two phases. Phase 1 included qualitative interviews with 
service providers of black deaf people to ascertain the type of culturally tailored interventions 
that are in place for this population. Phase 2 consisted of a survey including demographics and 
self-report measures of depression, anxiety, identity development, and coping behaviors to 
understand the interrelations of identity development and mental health among the Black deaf 
population. 
Discussion of Themes  
After interviewing 5 providers (educators, psychologists, and social workers) who work 
directly with the Black Deaf population. 5 themes emerged: systemic issues, mental health 
implications, intervention, cultural humility, and Black Deaf culture. Figure 4 illustrates how the 
themes are connected. The following section explores how each of the study’s emergent themes 
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supports or differs from prior findings in the literature as well as how to think about this for 




Theme 1: Systemic issues  
This theme explored the lack of representation of Black Deaf therapist that plays a key 
role in members from this community not seeking treatment. While Leigh and Lewis (2010) note 
an increased number of deaf mental health professionals in the United States due to laws such as 
Section 504 of the Rehabilitation Act of 1973 and the Americans with Disabilities Act (ADA). 
Anecdotally, this is not reflected from the providers interviewed. Many shared similar notions 
that while having a Deaf therapist is limited, having a Black Deaf therapist is an anomaly.  
Many of the participants spoke to the educational challenges of the Black Deaf 
community. This is substantive by a painful history of disparities to this population dating back 
to the civil war. Getting access to education was a major challenge for Black Deaf children 
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during this time. Education has primarily been controlled by the state, and each state managed 
Black Deaf education differently. McCaskill, Lucas, Bayley, and Hill (2011) stated, “The 
average number of years between the establishment of the white school and the establishment of 
the black school (or department) was 33” (p. 19). However, some states took much longer, such 
as Kentucky (61 years), Virginia (70 years), and Louisiana (86 years), which means several 
generations of Black Deaf people went without a formal education (McCaskill et al., 2011).  
The most notable systemic issue however lies in access to services. Geographic location 
plays a huge barrier here, given that usually you’ll find Deaf communities located within cities 
containing a school for the Deaf. The overall population of Deaf adults, through cultural and 
language barriers, are at high risk for poor health knowledge and inequitable access to medical 
and behavioral care in our health system. These barriers directly translate to inadequate 
assessment, limited access to treatment, insufficient follow-up and poorer outcomes (Pick,2013). 
When thinking specifically about individuals who are both Black and Deaf, disparities are much 
worse. All participants shared how Black Deaf individual's limitations of quality access was due 
to their intersecting identities. Shah & Priesley (2001) shared how to general health care for deaf 
ethnic minorities might be even more challenging for majority deaf population due to 
communication barriers, limited financial resources, and racism. As a mental health provider, it 
will be important to consider the systemic challenges that Black Deaf adults face when seeking 
care. When thinking about some of the historical educational and access barriers, it will be 
important that the provider is not only aware of this but creates a space where they are not 
continuing harm to this population. So, while their therapeutic space might be inclusive, what 
does the organization that they work in look like? How is outreach prioritized? How are 
recruitment practices equitable?  
IDENTITY AND MENTAL HEALTH 
 
   
 
84 
Theme 2: Mental Health Implications 
This theme explored the protective factors and risk factors for Black Deaf adults. While 
there are multiple risk factors for this population, participants highlighted how a sense of 
isolation and invisibility were salient among the Black Deaf adults they interface with. They 
often report feeling misunderstood or not taken seriously by hearing members of the Black 
community and white members of the Deaf community, which can lead to greater invisibility 
and further marginalization of the population (Chapple, 2012).  Affirming this premise, Mitchell 
(2006) states, “my experiences of being African American, female, and deaf manifested like a 
flashcard. The visibility or invisibility of one of these identities usually incites the visibility or 
invisibility of the others” (p. 137). Adding to the challenge is the emphasis placed on 
communication by both groups (Corbett, 2003). Participants shared how language deprivation 
leads to sense of isolation and invisibility which negatively effects the mental health of Black 
Deaf adults. However, professionals working with deaf clients who have adverse traumatic 
events often report witnessing great displays of resilience, particularly considering the minimal 
support available (Anderson et al., 2016b; Leigh, 2009). This was evident in the interviews as 
participants shared how most clients they have interacted with are committed to social justice 
and have a strong desire to fight for equality. As a mental health provider, it will be important to 
be aware of what the risk and protective factors are for this population and formulate 
interventions that reduce the risk factors, while strengthening protective factors. An example 
could be empowering your Black Deaf client to get involved with the NBDA to focus on 
building relationships/community with other like-minded individuals, while also building a 
stronger Black Deaf identity.  
Theme 3: Intervention 
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Participants have varying thoughts in terms of what mental health interventions tend to 
work well with this population. Overall utilizing a culturally- responsive approach seemed to be 
the best fit for working with Black Deaf persons. Participants shared that by avoiding making 
decisions for the client or giving advice, but empowering Black Deaf adults can be really 
rewarding. Deaf clients may have had decisions made for them for much of their life by family 
members or hearing service providers.  Some examples include hearing parents making the 
decision to have their Deaf child get a cochlear implant, schools assigning interpreters with 
whom they did not feel comfortable, school individualized education programs may require them 
to take speech classes while hearing students were in an enjoyable art class (Whyte et al, 2013). 
A clinician best suited for providing mental health service to this population is one that can 
regularly practice cultural humility.  
Theme 4: Cultural Humility  
All participants agreed that to provide the best possible care to Black Deaf persons, one 
must “do the work.” The means recognizing with your own bias when it come to this population. 
Also, to adopt an anti-racist and anti-audist mindset. One of the first steps is to accept that much 
of what you have read thus far in the literature is misleading, incorrect, or incomplete. It is our 
responsibility as professionals working with Black Deaf populations to commit ourselves to 
unlearning what we already “know” and then relearning from the very communities with which 
we are working. One of the best ways you can advocate for and with Deaf clients is to seek 
consultation with Deaf mental health professionals. 
Recognizing power and privilege in the therapeutic space can be another way to practice 
cultural humility. As a hearing provider, you must be aware of your hearing privilege. 
Encouraging a Deaf client to become more “hearing” by telling them to get a cochlear implant, 
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speak up more, or work to accommodate others will only lead to the Black Deaf client feeling 
invalidated.  
It is crucial to create a welcoming space for Black Deaf people. As the provider you 
should come from a place of curiosity, to take a journey into exploring exactly what Deafhood is 
for them and to support them in discovering and utilizing tools for countering an oppressive 
society in ways that are both compassionate and liberating (Whyte et al, 2013). Participants 
shared that by encouraging clients to develop skills and tools for managing oppression, prejudice 
and negative attitudes can empowering and strength based. Whyte et al (2013) shared what a 
provider should not do, teaching a Deaf client to “cope” with oppression instead exploring 
advocacy. This places the burden on the individual rather than on society. This would be an 
example of a provider who has yet to unpack their hearing privilege. Another way to practice 
cultural humility is to be a lifelong learner of Black Deaf culture. 
Theme 5: Black Deaf Culture  
Both research and participants in this study acknowledge that to make the invisible 
visible, Black Deaf culture needs to be highlighted. This should be done with Blackness and 
Deafness at the center. While the cultures are rich, the intersectionality of the two make this 
population unique. It is important to not only highlight the negatives, invisibility, racial 
discrimination, and communication barriers, but in fact shine light on the accomplishments, the 
pride, and resilience of this community. Black ASL is an example of how a beautiful language 
born out of racial segregation is a strength if this community. As a mental health clinician, it will 
be important to gauge your patients understanding of Black Deaf culture. Given that not all Deaf 
people identify as “Big-D” Deaf, so it’ll important to gain information into their own worldview. 
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Perhaps this is something that you can explore together if they’re new to this idea. Potentially 
highlighting the successes in art, advocacy, language, literature, as a means for intervention.   
Limitations   
          There were several limitations to this part of the study. While I am conversational in ASL, 
I am not a native speaker like many of my interviewees. This resulted in over clarification to 
make sure I honored the points of my interviewees. In the future either having someone who is 
fluent in ASL conduct the interview or use an interpreter. Another limitation would be 
conducting the interviews over Zoom. This led to some technical issues, whereas in person 
would have been better.  
While having educators, social workers, and therapist as interviewees provided a good 
overview of the socioemotional concerns of the black deaf population. Future clinical studies 
should be more specific in using only mental health providers. 
Phase 2 Discussion 
The purpose of phase 2 was to examine cultural identity development and its relation to 
mental health outcomes of Black Deaf adults. I hypothesized that a stronger or healthier cultural 
identity will lead to better psychological well-being. While I was unable to surmise this due to a 
lack of power, several other findings were highlighted for future research. 
Black Racial Identity of Deaf Adults  
Pre-encounter  
The RIASB has four stages; pre-encounter, encounter, immersion-emersion, and 
internalization, which are very analogous to the William Cross’s Nigrescence model. Helms 
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stated, “The racial identity stages refer to the portion of a person’s worldview that is shaped by 
society’s manner of attributing value to a person’s socially ascribed racial/ethnic group” (Helms, 
1986). The study demonstrated a correlation between the pre-encounter stage of black racial 
identity and depression and anxiety symptoms. Based on this study there is a causal relationship 
between the pre-encounter stage and higher levels of depressive symptoms.  This is consistent 
with the literature of black hearing adults. Individuals in the pre-encounter stage, also have more 
symptoms and higher levels of psychopathology, depression, and anxiety (Wilson, Sellers, 
Solomon, and Holsey-Hyman 2017). This study also shows that this stage is correlated with use 
of denial and behavioral disengagement as coping strategies. Based on this study there is a causal 
relationship between the pre-encounter stage and higher use of behavioral disengagement as a 
coping strategy. This could be because individuals in this stage usually have feelings of personal 
inadequacy and self-esteem challenges, so denial and behavioral disengagement may be used 
more frequently. This study proved that individuals in the preencounter stage. This is furthered 
explored in the clinical implications.  
Immersion-emersion  
The Immersion stage of the RIASB is more variable in the literature. A person in this 
process is deconstructing the old and reconstructing the new (Cross 1996). At this point, the 
person is "trying on" his/her new identity and is caught up in the visible symbols of their change-
new hairstyle, clothes, speech, etc. The world of the person in the Immersion-Emersion stage is 
very dichotomous-everything is either good or bad. This is reflected in the current study, as 
individuals in this stage when faced with stress will utilize active coping while also utilizing 
negative coping behaviors such as denial and behavioral disengagement. 
Internalization 
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The internalization stage of the RIASB is characterized by inner peace and acceptance of 
oneself, while also committing to anti-racist work. Rage and anger toward Whites becomes anger 
with societal racist systems and institutions (Cross, 1996). This study shows that there was a 
positive correlation between Black Deaf adults at this stage and active coping and a negative 
correlation with substance use. This is consistent with the literature as a positive racial identity is 
a protective factor against substance use (Sycarah F, Tamika C.B, Chelsea S, & Jessica B.N., 
2017). Given the timing when the data was collected and the rise in the Black Lives Matter 
movement, this potentially impacted the responses of participants leaning more towards this 
stage of the RIASB. This was also seen anecdotally as there were more platforms available to 
increase visibility of Black Deaf people as advocates for their community to increase visibility to 
the larger Deaf and hearing communities.  
Deaf Identity of Black Deaf Adults 
Hearing Acculturated 
The Deaf Acculturation Scale (DAS) corresponds to an individual's relative acculturation 
within Deaf and hearing cultural spheres. This study found a positive correlation between Black 
Deaf adults who are more hearing acculturated and use of behavioral disengagement as a coping 
style. A potential reason for this is that hearing acculturated individuals are socialized to see their 
deafness as something to be fixed and this can lead to a lot of daily stress. So, utilizing 
behavioral disengagement can be a way to limit these perceived stressors. This however has 
negative mental health implication. Hearing acculturated individuals are more likely to identify 
as “Hearing impaired” and have a lower self-esteem and satisfaction with life then their Deaf 
acculturated and bicultural counterparts (Maxwell-McCaw, 2001). Behavioral disengagement is 
considered a maladaptive coping strategy which has been found to be related to perceived stress 
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and a greater relationship with mental health problems such as depression (Alveal and Barraza, 
2015).   
Bicultural  
Biculturalism is conceptualized in the DAS as involving individuals who have a strong 
sense of connectedness/belonging and feelings of competence in both cultures (Maxwell-
McCaw, 2001). Black Deaf adults who have a bicultural identity were negatively correlated with 
depression and denial. This is a new finding that isn’t directly reflected in the literature. A reason 
for this correlation could be individuals who identify as bicultural share both a health identity in 
both Deaf culture and Black culture and as previously mentioned a healthy identity leads to 
better psychological wellbeing.  
Education 
Many of the participants in this study had a least a bachelor's degree. This is important 
because education level was negatively correlated with depression, anxiety, the pre-encounter 
stage of the RIAS, and use of maladaptive coping strategies, such as behavioral disengagement. 
Studies have found that higher levels of education had a positive relationship with higher profits, 
a healthy nutrition, and general physical and mental care (Leitner and Leitner, 2012). It was 
important that I controlled for this in the study when I did my analysis because this could have 
affected overall results.  
Limitations 
It is important to note that that there are few studies that look at mental health and 
identity development among Black Deaf adults. It is the hope that this study will inspire future 
research. Some limitations were noted.  The present sample of Black Deaf individuals were more 
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highly educated than the Deaf population. According to Marschark, Lang, and Albertini (2002), 
on average, 30% of deaf and hard-of-hearing students who enroll in 4-year colleges will 
graduate, whereas 70% of hearing students who enroll in 4-year colleges will graduate. This 
finding is in sharp contrast to the 75% of the present sample that reported having graduated from 
at least a 4-year college. It is important to note, however, that the proportions of respondents’ 
educational backgrounds in the current study are highly comparable to those in the concentrative 
Maxwell-McCaw (2001), Maxwell-McCaw and Zea (2011) and Schmitt and Leigh (2015) 
studies. Due to this studying being administered via an online survey, it excluded individuals 
who do not have access to a computer and the Internet. Future research should target individuals 
with less formal education and computer access, thus making the results more generalizable to 
and representative of the people who comprise most of the Black Deaf community. 
Another issue related to sampling involves the avenues through which participants were 
primarily recruited: Facebook groups and listservs through the NBDA (National Black Deaf 
Advocates). This proved to be difficult as there was a delay in response time from participants, 
probably due to the current global pandemic and participant fatigue. Given how small this 
community is and the historical mistrust of systems of power, a special connection/rapport is 
needed. Future studies should attend NBDA conferences and participate in DNO (Deaf Night 
Out) community events. This is important because it will lead more of a collaboration approach 
rather than recreating oppressive cycles. While many measures aren’t normed to the Deaf 
community, particularly the Black Deaf community, for future research it will be crucial to 
develop measures specific to this population. It is hoped that information from this study will aid 
in this endeavor. The last limitation for this study would be participant fatigue. While 144 
participants started the survey only 54 participants had useable data resulting in limited power. 
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This could be for a number of reasons; this writer hypothesizes that the questionnaire was simply 
just too long, measures not being normed to ASL, and computer proficiency. 
Clinical Implications 
As a mental health provider this research has huge clinical implications for care of Black 
Deaf adults. It will be important for clinicians to be aware of their own racial identity 
development and how might clients in their respective stages react to them either improving or 
hindering the therapeutic alliance. For example, patients at the pre-encounter stage will often 
prefer and identify with a White clinician whom they will hold in very high regard, introducing 
the possibility that the client may become dependent on the therapist who is viewed with great 
power and capability. The patient may also attempt to please the clinician, providing information 
he believes will lead the therapist to hold him in high regard. The client's tendency to seek 
approval from the clinician can seriously interfere with the course of treatment, leading to 
inaccurate self report and feedback. The preencounter patient may present with resistance to an 
African American or minority member clinician, beginning the therapeutic process with 
negativity, hostility and often non-compliance, while some may request and only work with a 
White clinician. Interventions aimed at exploring cultural belief's may result in the client feeling 
threatened by the clinician as doing so will likely uncover feelings of self-loathing, poor self-
esteem and negative feelings. Preencounter patients prefer an approach to treatment that remains 
solution-focused and directive, not requiring self-exploration of any sort. It is also important to 
take into consideration intersectionality. While the Black Deaf client may be in the pre-encounter 
stage, they may have a strong Deaf identity which this study shows can limit negative mental 
health concerns. As the clinician, one must not only meet the patient where they’re at, but also be 
aware of how they themselves will impact the session. If the clinician hasn’t done their 
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homework, checked their bias, or in the negative stages of racial identity development, they may 
fail to consider racial identity as a treatment factor and/or unknowingly thwart the client's 
development by reinforcing their negative belief system. 
Future Study Implications  
For future research, it will be imperative to build off this current study. While this study 
was exploratory in nature, a more concerted effort on how to reduce the barriers to accessing 
mental health care in a culturally responsive way should be prioritized for Black Deaf adults. 
Many participants in my study were at least college educated, it is important for future research 
to use a sample that is more balanced to ascertain results from individuals with lower levels of 
education. To be Black and Deaf, challenges with identity development can be both unique and 
generalizable. It is important that future studies create measures that are specific to this 
population. Given the challenges in recruitment, future research should prioritize this effort. 
While this study utilized mainly Facebook groups and collaboration with the NBDA through 
emails/listservs/social media, it will be important that future studies can partner with NBDA in a 
more targeted fashion. Examples could include presenting/recruiting at local NBDA conferences, 
collaborating with Deaf community organizations prioritizing outreach to Black Deaf 
individuals, or partnering with notable Black Deaf leaders. This will hopefully yield a sample 
that is more representative. 
Conclusion 
The intent of the current study was twofold; to highlight a community that is often 
invisible in the literature, the Black Deaf community and to equip clinicians with the tools to 
provide culturally responsive care to this niche group. As mental health providers it is vital that 
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we are attuned to the unique needs of our clients. For Black Deaf adults, navigating their 
intersectional identities can be a difficult process and have negative mental health implications. 
This study was able to highlight that there are multiple systemic barriers that negatively affect an 
individual that is Black and Deaf. However, if providers solely focus on the oppressive pieces of 
Black Deaf culture, then they will have missed the mark. The Black Deaf community has a rich 
culture that is grounded in resilience, language, strength, and pride. For clinicians providing 
culturally responsive care they should be intentional and a make genuine decision to see, respect, 
and celebrate the aspects that make Black Deaf adults unique. It should be an acknowledgement 
of their intersectional existence in the world while acknowledging their own bias and blind spots. 
Cultivating culturally responsive mental health care means fostering an environment where 
clients are fully seen in all aspects of their identity through a holistic, antiracist, antiaudist 
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Appendix A  





1.   In what capacity do you work with the Black Deaf community? 
 
2.   What are some of the challenges that you experience when working with the Black Deaf 
community in regard to their mental health?  
Probe: Individual challenges? 
Probe: systemic challenges?  
 
 3. What are some of the strengths of the Deaf community 
 
4.  What are some strengths of the Black Deaf community 
 
5. What are the mental health or psychosocial support services that your clients are connected to?  
 
6.  In your experience, what interventions work well with the Black Deaf community 
 Probe: How are they different from the Deaf community as a whole?  
 
7. How prepared do you feel to work with the Black Deaf population  
 Probe: Does being fluent in Black ASL play a role? 
 
8. What are some aspects of mental health interventions that do not work well with the Black 
Deaf community?  
 
9. What can we, as mental health providers, do to ensure that we serve the Black Deaf 
community in a culturally-responsive way?  
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Eligibility Screener  
 
1. Are you at least 18 years of Age? 
a. Yes 
b. No 
2. Do you identify as Deaf/deaf/Hoh? 
a. Yes 
b. No 
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d. 46 or above 
 
2. With what racial group do you identify? 
a. White, non-Hispanic 
b. Black, non-Hispanic, 
c. Hispanic/Latino 
d. Asian/Pacific Islander 
e. American Indian/Alaskan Native 
f. Multiracial/Ethnic 
g. Other  
 
3. What is your total annual family income? 
a. I receive public assistance 
b. Less than $50, 000 
c. $50-100,000 
d. More than $100,000 
 
7. What do you do for a living? 
a. ______________ (Fill in) 
 
8. What is your highest level of education 
a. Grade school 
b. High School/ GED 
c. Associates Degree 
d. Bachelor’s Degree 
e. Graduate Degree 
 
9.What is your hearing status?  
 a. Deaf  
 b. Hard of Hearing  
 c. Hearing  
 
10. What term best describes you  
 a. Deaf (Culturally Deaf) 
 b. deaf 
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 c. Hard of Hearing  
 
 
11 Preferred Language  
 a. American Sign Language (ASL) 
 b. Black ASL 
 c. Signed Exact English 
 d. English 
 e. Lipreading  
 
12.Do you use hearing aids?  
 a. Yes 
 b. No 
 
 
13. Do you have a cochlear implant?  
 a. Yes 
 b. No 
 
14. Have you ever received mental health services? 
  a. Yes 
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Appendix E  
 
Open ended Survey Questions 
 
1. If you have received mental health services before, please describe your experience.  
2. Do you feel comfortable seeking mental health services?  
3. When receiving services, what are some challenges faced? 
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        Appendix F 
Deaf Acculturation Scale  
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Deaf Identity Development Scale  
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Patient Health Questionnaire 
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Appendix K  
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Consent Form for Black Deaf Adults   
 
 
CONSENT TO PARTICIPATE IN A RESEARCH STUDY 
Below is a description of the research procedures and an explanation of your rights as a research 
participant.  You should read this information carefully. If you agree to participate, you will sign 
in the space provided to indicate that you have read and understand the information on this 
consent form. You are entitled to and will receive a copy of this form. 
You have been asked to participate in a research study conducted by Nekolas D. Milton a 
graduate student in the Department of Integrated Healthcare at the University of San Francisco. 
This faculty supervisor for this study is David Martinez, Ph.D., a professor in the Department of 
Integrated Healthcare at University of San Francisco.  
WHAT THE STUDY IS ABOUT:  
The purpose of this study is to examine cultural identity development and its relation to mental 
health outcomes in Black Deaf adults. The study examines extant culturally adapted 
interventions for the Black Deaf population within a clinical setting. 
WHAT WE WILL ASK YOU TO DO:  
Upon consent and enrollment in the study, you will be asked to fill out a survey online that will 
take approximately 30 minutes to complete. This survey will ask questions about your well-
being, cultural identity, and general demographics. 
DURATION AND LOCATION OF THE STUDY:  
Your participation in this study will involve completing a 30 minute long online questionnaire. 
There are no in-person requirements for this study. The questionnaire can be filled out online and 
a link can be sent via email.    
POTENTIAL RISKS AND DISCOMFORTS:  
The research procedures described above may involve the following risks and/or discomforts: It 
is possible that completing online questionnaires in the study may cause mild discomfort. If you 
wish, you may choose to withdraw your consent and discontinue your participation at any time 
during the study without penalty. 
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You will receive no direct benefit from your participation in this study; however, this study may 
benefit others in the future by providing important information on how cultural identity 
development is related to mental health outcomes. This study may also provide direction for 
future culturally informed interventions and services for provider working with this population.  
  
PRIVACY/CONFIDENTIALITY:  
Any data you provide in this study will be kept confidential unless disclosure is required by 
law.  In any report we publish, we will not include information that will make it possible to 
identify you or any individual participant. Specifically, we will keep your name and any other 
identifying information separate from the data that we analyze regarding your well-being and 
parenting experiences, and your responses will be recorded un an ID code. One password-
protected master list will contain a link between your name, other identifying information, and 
your unique study ID in order to facilitate communication with you and to send you online 
questionnaires throughout the course of the study. The master list will be stored on the main 
researcher’s computer which is password protected. 
COMPENSATION/PAYMENT FOR PARTICIPATION: After each questionnaire is 
completed you will be entered into a drawing to receive a $25 amazon gift card for your 
participation in this study.   
VOLUNTARY NATURE OF THE STUDY:  
Your participation is voluntary, and you may refuse to participate without penalty. Furthermore, 
you may skip any questions or tasks that make you uncomfortable and may discontinue your 
participation at any time without penalty. In addition, the researcher has the right to withdraw 
you from participation in the study at any time.  
OFFER TO ANSWER QUESTIONS:  
Please ask any questions you have now.  If you have questions later, you should contact the 
principal investigator: Nekolas Milton, M.S. at (310) 590-8588 or ndmilton@usfca.edu.  If you 
have questions or concerns about your rights as a participant in this study, you may contact the 
University of San Francisco Institutional Review Board at IRBPHS@usfca.edu.  
I HAVE READ THE ABOVE INFORMATION. ANY QUESTIONS I HAVE ASKED 
HAVE BEEN ANSWERED. I AGREE TO PARTICIPATE IN THIS RESEARCH 
PROJECT AND I WILL RECEIVE A COPY OF THIS CONSENT FORM.  
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Consent Form for Providers   
 
 
CONSENT TO PARTICIPATE IN A RESEARCH STUDY 
Below is a description of the research procedures and an explanation of your rights as a research 
participant.  You should read this information carefully. If you agree to participate, you will sign 
in the space provided to indicate that you have read and understand the information on this 
consent form. You are entitled to and will receive a copy of this form. 
You have been asked to participate in a research study conducted by Nekolas D. Milton a 
graduate student in the Department of Integrated Healthcare at University of San Francisco. This 
faculty supervisor for this study is David Martinez, Ph.D., a professor in the Department of 
Integrated Healthcare at University of San Francisco.  
WHAT THE STUDY IS ABOUT:  
The purpose of this study is to examine cultural identity development and its relation to mental 
health outcomes in Black Deaf adults. The study examines extant culturally adapted 
interventions for the Black Deaf population within a clinical setting. 
WHAT WE WILL ASK YOU TO DO:  
Upon consent and enrollment in the study, you will be asked to participate in an semi-structured 
interview. The interviews questions will cover topics around your involvement with the Black 
Deaf community, services provided, and an assessment of what has been beneficial to this 
population and what can be improved. 
DURATION AND LOCATION OF THE STUDY:  
Your participation in this study will involve completing an hour-long semi structure interview. 
Location of the interview will be discussed between the interviewer and the interviewee. 
POTENTIAL RISKS AND DISCOMFORTS:  
The research procedures described above may involve the following risks and/or discomforts: It 
is possible that completing online questionnaires in the study may cause mild discomfort. If you 
wish, you may choose to withdraw your consent and discontinue your participation at any time 
during the study without penalty. 
BENEFITS:  
You will receive no direct benefit from your participation in this study; however, this study may 
benefit others in the future by providing important information on how cultural identity 
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development is related to mental health outcomes. This study may also provide direction for 
future culturally informed interventions and services for provider working with this population.  
  
PRIVACY/CONFIDENTIALITY:  
Any data you provide in this study will be kept confidential unless disclosure is required by 
law.  In any report we publish, we will not include information that will make it possible to 
identify you or any individual participant. Specifically, we will keep your name and any other 
identifying information separate from the data that we analyze regarding your well-being and 
parenting experiences, and your responses will be recorded un an ID code. One password-
protected master list will contain a link between your name, other identifying information, and 
your unique study ID in order to facilitate communication with you and to send you online 
questionnaires throughout the course of the study. The master list will be stored on the main 
researcher’s computer which is password protected. 
COMPENSATION/PAYMENT FOR PARTICIPATION: After each questionnaire is 
completed you will be entered into a drawing to receive a $25 amazon gift card for your 
participation in this study.   
VOLUNTARY NATURE OF THE STUDY:  
Your participation is voluntary, and you may refuse to participate without penalty. Furthermore, 
you may skip any questions or tasks that make you uncomfortable and may discontinue your 
participation at any time without penalty. In addition, the researcher has the right to withdraw 
you from participation in the study at any time.  
OFFER TO ANSWER QUESTIONS:  
Please ask any questions you have now.  If you have questions later, you should contact the 
principal investigator: Nekolas Milton, M.S at (310) 590-8588 or ndmilton@usfca.edu.  If you 
have questions or concerns about your rights as a participant in this study, you may contact the 
University of San Francisco Institutional Review Board at IRBPHS@usfca.edu.  
I HAVE READ THE ABOVE INFORMATION. ANY QUESTIONS I HAVE ASKED 
HAVE BEEN ANSWERED. I AGREE TO PARTICIPATE IN THIS RESEARCH 
PROJECT AND I WILL RECEIVE A COPY OF THIS CONSENT FORM.  
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- Two Amazon gift cards: $25 each (One card for each participant) 
- Interpretive Services 



















IDENTITY AND MENTAL HEALTH 
 
   
 
123 
 Appendix P 
Timeline  
Date  Activity  
February- March 2019  -Successfully developed a relationship with 
California School for the Deaf, Fremont 
May 2019 -Successfully propose Dissertation  
-Submit proposal to USF IRB for data 
collection approval 
-Reach out to Liann Osborne, counselor at 
CSDF to plan Interviews   
 
June 2019 -Put together and test run survey on Qualtrics 
-Administer Survey online  
 
July- October 2019 -Collect Data  
October- November 2019 -Analyze Data Via SPSS  
December- April 2020 -Write up Results & Discussion sections 
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Resources for the Deaf Community  
 
 
DCARA - Deaf Counseling Advocacy & Referral Agency 
(510) 343-6670 
 
Deaf Community Counseling Services (DCCS) 
 San Francisco Office: 
1500 Franklin Street 
San Francisco, CA 94109 
Main Phone: 415.474.7310 




San Leandro Office: 
14895 East 14th St Suite 280 
San Leandro, CA 94578 
Main Phone: 415.474.7310 
Video Phone: 510.343.7277 
Email: dccs@felton.org 
 
NEW BRIDGE FOUNDATION: Deaf Support for Alcohol and Drug Addiction 
2323 Hearst Avenue 
Berkeley, CA 94709 
(510) 548-7270 (Voice-Admissions) 
(510) 526-6200 (Voice-Business Office) 
(800) 785-2400 (Toll Free, Adult Programs) 
(510) 526-1507 (Fax) 
E-mail: jpottermft@gmail.com 
 
ADULT AND CHILD GUIDANCE CENTER 
950 West Julian Street 
San Jose, CA 95126 
 408) 292-5708 (Voice) 
 
CHILD AND FAMILY DEVELOPMENT CENTER-SAINT JOHN’S HEALTH 
CENTER 
1339 20th Street 
Santa Monica, CA 90404 
(310) 829-8921 (Voice) 
(310) 829-8536 (VP/Deaf Program) 
(310) 829-8528 (TTY) 
(310) 829-8455 (Fax) 
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SIGNS OF LIFE (SOL) 
Located at Deaf Community Services Of San Diego, Inc. 
1545 Hotel Circle South, Suite 300 
San Diego, CA 92108 
(619) 398-2441, Ext. 100 (Voice) 




National Association for the Deaf  
https://www.nad.org/ 
National Black Deaf Advocates  
https://www.nbda.org/ 
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